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JUST ISSUED 


Diseases of the Nose and Throat 
For Practitioners and Students 
734 Pages. 480 Illustrations. $7.00 


The arrangement of the material is some- 
what different from that of the orthodox text- 
book. Symptoms, diagnosis and treatment are 
considered first. The pathology and causation 
of the diseases under consideration are placed 

' at the end of each discussion. The text is com- 
plete, but it has been placed in outline form to 
make the book as a reference easier. 


The authors have gone into details because 
through daily contacts with students they have 
f.. 89—Posterior packing of the nasal fossae, | learned what the practitioner and student wish 
the to know. Pathology, which is usually neglect- 
ed, is allotted a proportionately large amount 
of space. The development, anatomy, physi- 
ology and methods of examination have not 
been assembled together but have been divided 
to conform to the sections on the nose, throat, 
sinuses, pharynx, tonsils, larynx, bronchi and 
esophagus, making the subject matter more 
lucid, and easier to use. The illustrations of 
procedure of examination, treatment and oper- 
ative measures are for the most part original. 


By Charles J. Imperatori, M.D., F.A.C.S., Professor of Clinical 
Otolaryngology, New York Post-Graduate Medical School, Col- 
umbia University, New York, and Herman J. Burman, M.D., 


Si The pectessl plug in place end the F.A.C.S., Instructor of Clinical Otolaryngology, New York Post- 
nasal fossae also packed anteriorly. Graduate Medical School, Columbia University, New York. 
B. LIPPINCOTT COMPANY *“’ 
e e 
PHILADELPHIA Since 1792 LONDON Since 1875 MONTREAL Since 1897 
East Washington Square 16 John St., Adelphi Confederation Bldg. 
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FOUNDED 1876 


Makers of Medicinal Products 


Baling MaHuang in China 


Ephedrine Inhalants, Lilly, represent 
products of a manufacturing evolu- 
tion which are offered to the medical 
profession in potent concentration, 
reliable and convenient. 

Ephedrine Inhalants, Lilly, may 
aid in preventing the development 
of chronic sinusitis. 

Their use affords prompt and 
well-sustained tissue shrinkage with 
improved respiratory ventilation in 


nasal accessory sinus disease. 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA, U.S.A. 
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- =, 
VAS 
: 


Vol. 28 No. 10 


produced from new type. 


Special Journals 


The American Journal of 

Obstetrics and Gynecology. 
Published monthly. 2 vol- 
umes a year. (New volume 
began in July.) Price, 
$8.50 a year. 75 cents a 
copy. 


The American Heart Jour- 
nal. Published bi-monthly. 
(October issue begins new 
volume.) Price, $7.50 a 
year. Single copies, $1.25. 


The Journal of Laborato-y 

and Clinical Med'c’ne. Pub- 
lished monthly. (New vol- 
ume begins with October 
issue. ) Pric>, $8.50 a 
year. 75 cents a copy. 


The Journal of Thoracic 
Surgery. Published bi-m-n-h- 
ly. (New volume begins 
in October.) Price, $7.5) 


a year. Single copie, 
$1.25. 
The Journal of Allergy. 


Published bi-monthly 


(November issue begins 
new volume.) Price, $7.50 
a year. Single copies, 
$1.25. 


The Journal of PedJatr'c:. 
Published monthly. 2 vol- 
umes a year. (New vol- 
ume began in July.) Price, 
$8.50 a year. 75 cents a 
copy. 


The American Journal of 
Syphilis and Neurology. 
Published quarterly. (New 
volume begins in Janu- 
ary.) Price, $7.50 a year. 
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HERTZLER 
Disease: of the Thyroid Gland 


Experience has tended to more and more 
radical operation culminat'ng in complete 


thyroidectomies in 
This new 


certain selected cases. 
1935 edition covers the subject 


thoroughly. Third Edition. 348 pages, 
181 illustrations. Price, $7.50. 
GRADWOHL. 


Clinical Laboratory Methods and 
Diagnosis 
A textbook on laboratory wth 
their interpretation. Your clinical diagnes's 
problems are answered and interpreted in 
this book. Modern, dependable, clinical. 
1028 pages, 328 illustrations. Price, $8.50. 


CLENDENING 

Methods of Tre-tment 
Covers in ONE volume ALL methods of 
treatment—Drugs—Diet—Physicterapy— 
Hydrotherapy—Psychotherapy. New 5t2 


Edition. 880 pages, 102 illustrations. Price, 
$10.00. 


ELMER & ROSY 
Physical Diagnosis 


Right up to the minure on all pont 
ered in diagnos's. 
New 7th Ed’t‘on. 


Covers the entire body. 
882 pages, 342 illustra 


tions. Price, $8.00. 
MILLER 
Intrcduction so Cyn-colozy 
An up to dete work based un. f -nda 
mental principles, anatomy, physiolegy. ex 
amination, diagnos's and treatment 354 
pages, 121 illustrations. Price, $6.00. 
DODSON 


Synopsis of Genito-Urinary D’s-a e3 
Presents a synopsis of genitc-urinary dis- 
eas~s so that tie essentia! facts d 
with urology may be readily grasped. 272 
pages, 111 illustrations. Price, $3.00. 


SHERWCOD 
Immunology 


A collection of the finest information on a 
subject which is receiving increased at n- 
tion in the field of m di-ine. 550 page. 
26 i'lustrations. 8 cclor plates. Pri-e, 
$6.00. 


THE C. V. MOSBY CO., 
3525 Pine Blvd., St. Lou's, Mo. 


Send me the following 


Dr. 


MOSBY Books AND JourNALS MOSBY 


INFANT NUTRITION— 


Pediatricians, general practitioners and medical students will welcome this new edition of Marriott. 
the acknowledged leader in this field of medica! thought. 


W. McKim Marriott, St. Louis 
New 2nd Edition. 400 pages, 26 illustrations. 


Price, $5.00 


It is 


This edition is brand new, entirely rewritten, and 


CROSSEN 


Diseases of Women 
New from cover to cover. Special atten- 
tion has been given to the role that en- 
docrines play in gynecological disturbances 
and pathological conditions. New 8th Edi- 


tion. Rewritten. Reset. 1000 pages, 1058 
illustrations. Price, $10.00. 
MACLEOD 


Physiology in Modern Medicine 
The physiology that links closely the prin- 
ciples of physiology to clinical medicine 
and surgery. Said by critics to be one of 
the really great medical books in the Eng- 
lish language. New 7th Edition. 1102 
pages, 297 illustratons. Price, $8.50. 


SUTTON & SUTTON 

Diseases of the Sk'n 
Both a textbook and an atlas on skin dis- 
eases. Both a reference book and a clin- 
ical therapeutic guide. This new edition 
covers 33 new skin diseases. New 9th 
Edition. 1433 pages, 1310 illustrations. 
Price, $12.50. 

KEY & CONWELL 

Management of Fractures, 

tions and Sprains 
Tells HOW to successfully manage and 
treat fractures, dislocations and_ sprains, 
illustrating in detail the newest and most 
approved methods. 1168 pages, 1165 il- 
lustrations. Price, $12.50. 

ZAHORSKY 

Synopsis of Pediatrics 
Presenting in clinical form, the results of 
nearly 35 years’ practice as a family pedi- 


Di-loca- 


atri-ian. Contains on'y the meaty results 
of trial and error. 360 fazes, 83 illus- 
trations. Price, $4.00. 

HERTZLER 


Surgery of a Gene-al Pvactice 
Covers the kind of surgery that the gen- 
eral practitioner can do . . . and tells defi- 


nitely how to do it. 602 pages, 472 
illustrations. Price, $10.00. 
HORSLEY 
Surgery of the Stomac’: 2nd Ducde- 
num 


Describes the common and the unusual 
clinical symptoms that arise from gastric 
and duodenal disezses, lesions causing 
the symptoms, correlating both che symp- 
toms and the overative technic with physio- 


logic facts. 260 pages, 136 illustrations. 
Price, $7.50. 
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N those cases of impaired car- 

diac efficiency where the digi- 
talization of your patient is indi- 
cated, Digitol may be relied upon 
with confidence in the administra- 
tion of digitalis. By laboratory 
testand by longclinical use, Digitol 
has clearly demonstrated its effi- 
ciency and reliability. 

Digitol is standardized biologi- 
cally by the U.S.P. method to a 
definite uniformity of potency. 


Dependable 
UNIFORMITY 


Digitol is uniform in action and 
contains therapeutically desirable 
constituents of the digitalis leaf, 
freeofinert matterorprecipitation. 

Digitol-Mulford (Fat-Free Tinc- 
ture of Digitalis) carries on the 
label the date of biological test 
Digitol is offered only in one-ounce 
sealed amber bottles supplied with 
a specially designed, standardized 
dropper for ease and accuracy in 
administration. 


PHARMACEUTICALS Sharp & Dohme BIOLOGICALS 


Philadelphia 


Baltimore 
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“WELL ENOUGH” 


lone ? 


Many physicians prescribe MAttineE witn Cop 
Liver O1L, to guard against deficiency of vita- 
mins A, B, D and G and to help their patients 
build up physical resistance and to maintain 
“constitutional par.” 

This 60-year-old preparation provides the vita- 
min value of Maltine, together with that of pure 
medicinal cod liver oil. It is guaranteed to con- 
tain vitamins A, B, D and G. Many physicians 

en recommend mixing with orange or tomato juice. 
ne Constant conducted biological lab- 
= i oratory animals show that the vitamin A efficacy 
COD LIVER OIL "of cod liver oil is doubled when emulsified with 


CONTAINS VITAMING 
Maltine, as in Martine witn Cop Liver Ot. 
or Where the values of iron iodide are desired, 
witH Cop Liver Ot and Iron Iodide 
THE MALTINGE ComPant 


is also available, containing two grains of freshly 


prepared iron iodide to each fluid ounce. 


Biological report on request. Address: The 
Maltine Co., 60 Hudson Street, New York City. 


GENUINE 


PRESCRIBED 
BY THE MEDICAL ° 
| PROFESSION a e 
SINCE 1875 
Trade-mark Reg. U. S. Pat. Off. 


WITH COD LIVER OIL 
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in DELAYED and 
INTERRUPTED 


N SLEEP 


EVIPAL 


Brand a CYCLUR AL 


TABLETS 


a 


WING to its remarkably prompt 
action and rapid and complete elim- 
ination, Evipal quickly carries the patient 
over the threshold of sleep and then re- 


tires, so to speak, leaving him in natural HOW SUPPLIED 
slumber. EVIPAL TABLETS (Hyp- 

notic), 4 grains, tubes of 10 
Evipal is particularly indicated for per- and bottles of 100. 


sons who awake a few hours after retiring 
and then cannot resume sleep; also, for 
professional men who are called upon to 
work at night and require a hypnotic that 
will assure brief and restful slumber, until 
the customary hour of awakening, with- 
out drowsiness. 


WINTHROP 


Pharmaceuticals of merit for the physician 
170 VARICK ST. NEW YORK, N. Y. 
Factories: 

RENSSELAER, N. Y. — WINDSOR, ONT. 
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THE GREAT AFFINITY of Neoarsphenamine for oxygen 


necessitates extreme precaution against oxidation which 


renders the product toxic and unfit for use. For this 


reason Squibb Neoarsphenamine is prepared and ampuled 
under oxygen-free gas. The ampuls are repeatedly flooded 
with nitrogen and evacuated so that the finished ampul 
contains as a maximum only .0000000017-cc. oxygen. 
This procedure is just one of the many precautions 
taken in the Squibb Laboratories in the production of 
arsenicals. All Squibb Arsphenamines are safe, uniform 


in strength and of high spirocheticidal activity. 


For literature address Professional Service Department, 


E. R. Squibb & Sons, 745 Fifth Avenue, New York City 


NEOARSPHENAMINE 
SULPHARSPHENAMINE 


ainsd oxicdalio V1 | 
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COMPARE these 


CARBOHYDRATE COSTS 


THE 
KARO FORMULA 


costs 1/5 OF THE 
EXPENSIVE 
FORMULA 


Le 


Composition the same 
Quality - - - - - - the same 
Quantity - - - - - the same 
Results - - the same 


Doctor! Help the family out of the economic dilemma. You brought 
good milk within the means of every American baby. Now add 
Karo Syrup as the milk modifier. Karo Syrup is essentially 
Dextrins, Maltose and Dextrose, with a small percentage of Sucrose 
added for flavor. 

Choose Karo as the way out of expensive carbohydrates and 
slash the high cost of infant feedings. Prescribe the formula for the 
baby and the budget. The baby will thrive, the mother will save, 
the doctor will collect. 

Karo is also the carbohydrate of choice because it is well toler- 
ated, readily digested, effectively utilized. Karo does not cloy the 
appetite, produce fermentation or disturb digestion. Keep the 
baby on Karo. rion 


Corn Products Consulting Service for Physicians is available for 
further clinical information regarding Karo. Please Address: Corn 
Products Sales Company, Dept. S-10, 17 Battery Place, New York City 
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SPARKLES 
STARDUST 


| |FACTS 


Solutions of 
Knox Gela- 
tine are fil- 
tered and 
concentrated 
in vacuo. 
Even the air 
used for dry- 
ing is filtered. 


Analysis 
Knox 
Gelatine 
Protein (14 amino 
acids) 85.0—86.0% 
Calcium Phosphate 

1.0—1.25% 
Fat (Less than) 
0.1% 
Moisture 
13.0-14.0% 


Carbohydrates Nil 


AMERICAN 
MEDICAL 
ASSN. 


Bacteriologic- 
ally safe... pH 
of about 6.0... 
odorless... no 
carbohydrates 

- made as 
carefully as an 
ampule solu- 
tion. 


Of interest in 
the treatment 


GELATINE Diarrhea 
Low Residue Food 


ELATINE U. S. P. is almost completely and so 
readily absorbed after ingestion, with prac- 
tically no further stimulation of intestinal muscles, 
that it is being widely used in the treatment of 
diarrhea. 

Knox Sparkling Gelatine affords even less residue 
than U.S.P. Gelatine. It exceeds in quality all U.S.P. 
standards. Sensitive peristaltic muscles are not bur- 
dened by added irritation. What’s more, the col- 
loidal properties of Knox Gelatine, when used as a 
vehicle for other foods, lend protective, emulsoid aid. 

A most remarkable product—Knox Gelatine. 
For the convalescent, tubercular, high-protein, post- 
operative, diabetic and infant diet where higher 
protein content is desirable. 


KNOX 


KNOX GELATINE ORs 
408 Knox Avenue, Johnstown, N. 


Please send me FREE your booklets, ‘ ‘Feeding Sick Patients,” ‘Feeding 
Diabetic Patients” and “Reducing Diets.” 


of muscular 
dystrophy isthe 
25% glycine in 
Knox Gelatine. 
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PLEASANT TO TAKE, SAFE AND EFFECTIVE 


This new cough sedative is unusually palatable and well tolerated. It 
is especially suitable for children as it does not disturb digestion. 


Citri-Cerose relieves the spasms of harsh, irritating coughs — loosens 
and liquefies bronchial secretions—helps to maintain alkaline balance 
— promotes diuresis and diaphoresis — promotes ready expectoration. 


Supplied in pints and gallons. Your prescription pharmacy has Citri-Cerose 


10 

‘PROMPT RELIEF 
FOR COUGHS 

As 

A. 

é 

CONTAINS NO SUGAR 7 

JOHN WYETH & BROTHER, INC PHILADELPHIA, PA. WALKERVILLE, ONT. 
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—~all Shodk 
in Office and Bedside Radiography 


[ G-E Office- Portable X-Ray Unit, with tube operating | 


in oil, makes examinations 100% electrically safe. 


@ Only a few years ago many physicians were reluctantly deciding to forego x-ray 
facilities in the office, fearing the attendant dangers of high voltage shock to them- 
selves or their patients. .. . Today, however, such a hazard is unnecessary. With the 
G-E Office-Portable Shock Proof X-Ray Unit you can make radiographic and fluoro- 
scopic examinations in your office with complete protection against high voltage 
shock. Because the entire high voltage circuit, including the x-ray tube itself, is 
immersed in oil and sealed in a grounded container, it is absolutely impossible to 
come in contact with any part of the high voltage system. ... This is only one of 
a number of important reasons for the popularity of this practical and efficient 
x-ray unit in the hands of hundreds of physicians who are using it in daily office 
practice. .. . The utmost simplicity of its operation, and the consistently high quality 
of results which this unique outfit makes possible, are a revelation to everyone who 
sees it put to every conceivable test... . We do not expect you to buy this unit with- 
out a complete and practical working demonstration—in fact, we prefer that you insist 
on it. Only in this way can you feel certain of the practicability of the unit for your 
individual requirements... . Let us send you the literature describing all the salient 
features of this remarkable development—considered one of the most far-reaching 
contributions in the history of x-ray apparatus design. The coupon below is for your 
convenience, and implies no obligation. 


GENERAL ELECTRIC X-RAY CORPORATION 


2012 JACKSON BLVD. Branches in Principal Cities CHICAGO, ILLINOIS 


Please send, without obligation, full information on G-E Model “F” Shock Proof X-Ray Unit to 
Dr. 


Address___ City. 
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The Tulane University 


of Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 
POSTGRADUATE instruction offered in 

all branches of medicine. 
SPECIAL COURSES: 


Otolaryngology and Ophthalmology—March 
2 to March 14, 1936. 


Surgery, Gynecology and Obstetrics—May 
11 to June 6, 1936. 


Tropical Medicine and Parasitology—June 
15 to July 11, 1936. 


COURSES leading to a higher degree are 


also given. 


For bulletin furnishing detailed 
information address the 


DEAN GRADUATE SCHOOL OF 
MEDICINE 


1430 Tulane Avenue 
New Orleans, La. 


Training Laboratory 
Technicians 


We have specialized in the training 
of laboratory technicans for many 
years. Send for our complete cata- 
logue for full details. 

We have been honored in the past 
with many students sent to us by 
physicians of the South and we hope 
to continue to merit their confidence. 


Address 


Gradwohl School 
OF LABORATORY TECHNIQUE 
3514 Lucas Avenue St. Louis. Missouri 


R. B. H. GRADWOHL, M.D., Director 


We will appreciate greatly a visit or inspection of our 
school by members of the Southern Medical Association 
during the coming meeting in St. Louis. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


including 


General Surgery, Orthopedic Surgery, Phys- 
ical Therapy, Anatomical Review and 
Operative Surgery on the Cadaver. 


Traumatic Surgery 


PHYSICAL THERAPY 


Lectures and demonstrations of medical and surgical 
diathermy; galvanic, low tension and static currents; 
electro-diagnosis; heliotherapy; thermotherapy and 
artificial light therapy; and th i 


exercise. Active clinical work in the treatment of 
medical and surgical conditions. 


MEDICAL EXECUTIVE OFFICER: 


FOR INFORMATION ADDRESS 


345 West 50th Street, NEW YORK CITY 


October 1935 
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Saint Albans Sanatorium 
RADFORD, VA. 


Medical Staff 
J. C. KING, M.D. JAMES KING, M.D. 


A modern, ethical Institution, fully equipped 
for the diagnosis, care and treatment of medic: 
neurological, mild mental and addiction cases. 
Ideal location, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. Write 


for full details. 


Hoye’s Sanitarium 


“In the mountains of Meridian” 


MERIDIAN, MISS. 


For nervous and mental diseases, 
drug and alcohol addiction, rest 
and recuperation. Ten acres of 
beautiful grounds sufficiently re- 
moved from highway to insure 
privacy. All out-side rooms, con- 
necting baths. Modern treatment. 


Dr. M. J. L. Hoye, Supt., 
Formerly sixteen years Superintendent 
of East Mississippi State Hospital. 


The “MESCO” Laboratories manu- The Ella Oliver Home 
facture the largest line of Ointments A private maternity home for the care and Protection 
‘ of unfortunate girls during preg y and conf 
in the world. Sixty different kinds. Pee auspices of Women’s Christian Association of 
is city. 
We are origmaters of the Professional Staff physician in daily attendance or may have any 
Package. Specify “MESCO” when other ethical physician. Modern 
graduate nurse. Rates very reasonable. or 
prescribing ointments. Send for lists. board arranged for babies. 
privacy in intained, correspondence confi- 
ential. 


Manhattan Eye Salve Co. ea For information, address ee 
LA OLIVER HOME MEMPHIS, TENN. 
LOUISVILLE, KENTUCKY 903 Walker Ave. Phone: 3-0639 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 
315 Brackenridge Avenue Phone: Fannin 5522 
For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved diagnostic and 
therapeutic methods. Seven buildings, each with separate lawns, each featuring a small separate sani- 


tarium, affording wholesome restfulness and recreation, in doors and out doors, tactful nursing and 
homelike comforts. 


G. H. MOODY, M.D. J. A. McINTOSH, M.D., F.A.C.P. 
Founder Superintendent 
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St. Elizabeth’s Hospital 


RICHMOND, VIRGINIA 
Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 


John S. Horsley, Jr., M.D., Plastic and General 
Surgery 

Guy W. Horsley, M.D., Proctology and General 
urgery 

Douglas G. Chapman, M.D., Internal Medicine 

Wm. H. Higgins, M.D., Consultant in Internal 
Medicine 

Austin I. Dodson, M.D., Urology 

Fred M. Hodges, M.D., Roentgenology 

L. O. Snead, M.D., Roentgenology 

Thos. W. Wood, D.D.S., Dental Surgery 

Helen Lorraine, Medical Illustration 


Assistant Attending Staff 
Harry J. Warthen, Jr., M.D., Surgery 
W. K. Dix, M.D., Internal Medicine 
J. P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M. D., Urology 


Administration 
N. E. Pate = Business Manager 


The operating rooms and all of the front bedrooms are 
now completely air-conditioned. 


SCHOOL FOR NURSES 
The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ 
course each, in Pediatrics and Obstetrics. 
Address: DIRECTOR OF NURSING 
EDUCATION 


THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is 
thoroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


Insane and acute alcoholic cases are not 
taken. 
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APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


@ An institution for rest, conva- 
lescence, the diagnosis and treat- 
ment of nervous and mental disor- 
ders, alcohol and drug habituation. 


A PPALACHIAN HALL 
is located in Asheville, North Carolina. 
Asheville justly claims an unexcelled 
all year round climate for health and 
comfort. All natural curative agents 
are used, such as physiotherapy, occu- 
pational therapy, outdoor sports, horse- 
back riding, etc. Five beautiful golf 
courses are available to patients. In- 
door sports consist of billiards, pool, 
ping-pong, gymnastic exercises. Two 
dances are given each week in the spa- 
cious ballroom, the other evenings are 
occupied with games and other enter- 
tainments. 


Ample facilities for classification of 
patients. Rooms single or en suite with 
every comfort and convenience. 


For rates and further information write 


Appalachian Hall. 


WM. RAY GRIFFIN, M.D. 
M. A. GRIFFIN, M.D. 
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CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


. . - Medical and Surgical Staff... 


General Medicine: General Surgery: Obstetrics: 


James H. Smith, M.D. Stuart McGuire, M.D. H. Hudnall Ware, Jr., M.D. 
Hunter H. McGuire, M.D. W. Lowndes Peple, M.D. 

Margaret Nolting, M.D. Carrington Williams, M.D. Urology: 

John Powell Williams, M.D. W. P. Barnes, M.D. Austin I. Dodson, M.D. 
Kinloch Nelson, M.D. 

Clifford H. Beach, M.D. Pathology and Radiology: Eye, Ear, Nose and Throat: 


S. W. Budd, M.D. Les, BED. 


William T. Graham, M.D. y Dental Surgery: 
D. M. Faulkner, M.D. Roentgenology: John Bell Williams, D.D.S. 
J. T. Tucker, M.D. J. L. Tabb, M.D. Guy R. Harrison, D.D.S. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


TARIUM 


For the treatment of Drug Addiction, Alcoholism, Mental and Nervous Diseases. 
Fully equipped for the care of patients admitted. Sixteen acres of beautiful grounds. 
Located in the eastern suburbs of the city at Southern Avenue and Cherry Road. 


a 
5 eC 5 
35 15 
MEMPHIS, TENN. 


SOUTHERN MEDICAL JOURNAL October 1935 


WESTBROOK SANATORIUM 


Richmond Virginia 
TELEPHONE: 5-3245 


Department for’ Men: Associates: Department for Women: 


J. K. Hall, M.D. O. B. Darden, M.D. P. V. Anderson, M.D. 
E. H. Alderman, M.D. 
E. H. Williams, M.D. 


The institution is situated just beyond the northern border of the city on United States Highway Number 1. 

The scope of the work of the sanitorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. ! 

The medical staff devotes its entire attention to the patients in the Sanatorium. 

The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 

There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes 
possible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private bath. 
There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination 
is made when indicated. The examination is typed and a copy of it is available for the referring physician. Com- 
plete dental investigation is a part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interest- 
ing occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on 
the truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet and pool. On Sunday evening there is chapel service. 

Detailed information is available for physicians. 


Dr. Brawnetr’s Sanitarium 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders, 
Drug and Alcohol Addictions 


had 


Approved diagnostic and Pp 
Hydrotherapy, Electrotherapy, Massage, X-ray and 
Laboratory. 

Special Department for General Invalids and Senile 
Cases at Monthly Rates. 

JAMES N. BRAWNER, M. D., Medical Sup’t. 
ALBERT F. BRAWNER, M. D., Resident Sup’t. 


Grace Lutheran Sanatorium 
FOR TUBERCULOSIS 


SAN ANTONIO, TEXAS 

DMITS patients irrespective of religion or creed. An at: 
tractive institution in beautiful San Antonio. Climate un- 
excelled the year round for treatment of tuberculosis. Private 
rooms with bath and sleeping porch; individual cottages, 
high-class accommodations; Radiographic and Fluoroscopic 

service. Every room and cottage equipped with radio. 

MODERATE RATES 
For booklet and information address 

REV. PAUL F. HEIN, D. D., Superintendent 

P. O. Box 214 San Antonio, Texas 
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Medicine: 


OSBOURNE O. ASHWORTH, M.D. 
ALEXANDER G. BROWN, JR., M.D. 


MANFRED CALL, M.D 


MANERED CALL, III, M.D. 


Ophthalmology, Otolaryngology: 
CLIFTON M. MILLER, M.D. 


R. H. WRIGHT, M.D. 


W. L. MASON, 
Roentgenology and Radiology: 


M.D. 


FRED M. HODGES, M.D. 


L. O. SNEAD, 


Physiotherapy: 
ELSA LANGE, 


Technician 


Medical Illustrator 


M.D. 


BS. 


DOROTHY BOOTH 


Detailed information furnished physicians. 
CHARLOTTE PFEIFFER, R.N., Superintendent 


Surgery: 


STUART CIRCLE HOSPITAL 
Richmond, Va. 


ROBERT C. BRYAN, M.D. 
STUART N. MICHAUX, M.D. 


CHARLES R. ROBINS, M.D. 
A. STEPHENS GRAHAM, M.D. 


CHARLES 


Obstetrics: 


. ROBINS, JR., M.D. 


GREER BAUGHMAN, M.D. 


BEN H. GRAY, M.D 


WM. DURWOOD SUGGS, M.D. 


Urological Surgery: 


JOSEPH F. GEISINGER, M.D. 


Pathology: 
REGENA BECK, M.D. 


Oral Surgery: 

GUY R. HARRISON, D.D:S. 
Stuart Circle Hospital has been operated twenty-two years, affording scientific care 
to patients in General Medicine, Surgery, Obstetrics and the various medical and 
surgical specialties. 


CITY VIEW SANITARIUM 


For and NERVOUS DISEASES 


and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. Two 


resident physicians. Training school for nurses. 
The Medical Profession of Nashville 


References: 


JOHN W. STEVENS, M.D., Physician-in-Charge 


NASHVILLE 


On Murfreesboro Pike, one-half mile east of old location 


R. F. D. No. 1 


TENNESSEE 
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The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 

A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
H. P. COLLINS, Business Manager ee 


D. A. Johnston, M.D., 
Box No. 4, College Hill Medical Director 


CINCINNATI, OHIO 


“REST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutfi- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 


Charles Kiely, 
M.D. 


Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 


Director 


H. P. Collins, 


Ohio 
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occupation. 


Consultants: 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 


A NEW HOSPITAL HAS BEEN ERECTED 


Thoroughly modern in architecture and construction. Eight departments — affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 


Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 


P. O. Box 96, Woodlawn Station, Birmingham, Ala. Phones: 9-1151 and 9-1152 


C. M. Rudulph, M.D.,; H. S. Ward, M.D.; W. S. Littlejohn, M.D. 


WAUKESHA SPRINGS 
SANITARIUM 


THE OXFORD 


For the Care and Treatment of RE T R E A T 
NERVOUS DISEASES Oxford, Ohio 


FOR— 


Building Absolutely Fireproof NERVOUS 


AND 


BYRON M. CAPLES, M.D., Medical Director MILD MENTAL CASES 
FLOYD W. APLIN, M.D. R. HARVEY COOK 


Waukesha, 


Physician in Chief 
Wisconsin Write for Descriptive Circular 
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(RIM AL IAAL 


Behind MERCUROCHROME 
is background of 


Precise manufacturing methods insuring uniformity 


Controlled laboratory investigation 


Chemical and biological control of each lot produced 


booklet sum- 
marizing the im- —__ Extensive clinical application 
portant reports on 

Mercurochrome 

and describing its | !hirteen years’ acceptance by the Council of Pharmacy 
various uses will 
be sent to physi- 
cians on request. 


ACCEPTED 


and Chemistry of the American Medical 
Association 


HYNSON, WESTCOTT & DUNNING, Inc., Baltimore, Md. 


ACID 
RESISTANCE 


KALAK 


Hypertonic — Alkaline — Carbonated — Not Laxative 


The years of experience with physicians who have 
used Kalak show that the use of a formula con- 
taining calcium, magnesium, sodium and potas- 
sium salts represents a correctly cheese solu- 
tion. This is Kalak which, as such, aids in main- 
taining a balanced base reserve. 
How Alkaline Is Kalak ? 

One liter of Kalak requires more than 700 ce. 
N/10 HCI for neutralization of bases present as 
bicarbonates. Kalak is capable of neutralizing 
approximately three-quarters its volume of deci- 
normal hydrochloric acid. 


Karas Water Co. or New York. inc. 


NEW YORE CITY 


6 CHURCH STREET 
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SYNOVECTOMY OF THE KNEE JOINT IN 
CHRONIC ARTHRITIS* 
REPORT OF CASES 


By Sotomon D. Davin, M.D., 
Houston, Texas 


Excision of a deranged synovial membrane of 
the knee joint, whether it be caused by certain 
disease or brought on by trauma, has become 
recognized by various authors as a sound and 
economical surgical procedure. The original 
clinical reports of Swett, Speed and Steindler on 
synovectomy of the knee joint in chronic arthritis 
have favorably stimulated the adoption of a 
new and promising surgical procedure for the 
relief cf an annoying and disabling malady of 
the knee. Further encouragement was obtained 
by the experimental research of Key on the 
reformation of the synovial membrane of the 
knee, corroborated by the work of Wolcott. 
Care, however, should be exercised in the proper 
selection of material for this radical operation. 
Age alone is not, in the opinion of most authors, 
a contraindicating factor. The type and char- 
acter of the disease, its stage in the inflamma- 
tory process, are exceedingly important points 
for consideration. The general constitutional 
condition of the patient, coupled with her or his 
mental attitude, cannot be too carefully consid- 
ered, Any existing deformity about the knee 
joint should first be corrected by non-surgical 
methods. If, for instance, the hamstring mus- 
cles are contracted, I prefer to stretch these 
muscles first by the plaster-wedging process. 

_ Prior to synovectomy, the patient should be 
In such conditicn as to stand the operation and 
the postoperative care. As a contraindication 
for this operation, the following points are note- 
worthy : acute activity of the articular affection 
manifesting itself in marked pain, tenderness, 


Pew in Section on Bone and Joint Surgery, Southern Medical 
etc Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 13-16, 1934. 
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limitation of motion, local heat, and so on; gen- 
eral debility, poor body mechanics, depressed 
circulation, and lack of cooperation. Arthritis 
due to tuberculosis, in the opinion of most au- 
thors, should not be treated by synovial excision. 
These points have led me to decide what patients 
were fit for operative removal of the synovial 
sac and its appendages. 

Between 1924 and 1930 I examined fifty-five 
patients suffering from acute and chronic ar- 
thritis of the knee joints. Some of these re- 
ceived benefit from the old traditional conserv- 
ative treatment and were satisfied with that, al- 
though the improvement was not of permanent 
or substantial nature. Others were not bene- 
fited, but in their cases operation was contrain- 
dicated, and was not attempted. Ten patients 
were physically fit and accepted synovectomy. 
I am reporting five of these in detail; the others 
are briefly recorded. Eleven synovectomies 
were performed in ten cases. The routine hos- 
pital laboratory findings were not significant and 
have been omitted. 

Case 1——Miss N. E. B. was first seen by me in 
April, 1934. She was white, 65 years of age, single, 
and gave the following history: for the previous twenty 
vears she had had rheumatism in both knees. The 
onset was gradual. First she noticed that the small 
joints of the fingers were involved. Later, both knees 
became sore. At times they were swollen with per- 
ceptible fluid in the joints. She became disabled eight 
years before 1924 with bilateral knock-knee and flat 
feet. She consulted her family physician in a little 
town in Kansas, who told her that she had arthritis 
and that very little could be done for it. The vicious 
progress of the disease in her knees was continuous up 
to the time I saw her. Two years previously she had 
had her teeth extracted with no benefit to the mechanics 
of her joints. 

My first examination showed both knees slightly 
swollen with no palpable intra-articular fluid, the swell- 
ing being peri-articular. There was considerable cap- 
sular thickening. Pressure over the semilunar cartilages 
elicited acute pain, but there was no history of “lock- 
ing” or a “catchy” feeling. 

The patient was 5 feet 6 inches tall and weighed 160 
pounds. She walked with the aid of crutches. Motion 
of the joints was not interfered with. X-ray of both 
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Fig. 1, Case 1 
Photograph of both knees November, 1954. Double syno- 
vectomy, showing knees in flexion. As a matter of 
fact. there is considerably more flexion than the pho- 
tograph shows. 


knees, anterior posterior and lateral, showed extensive 
hypertrophic arthritis. 

Treatment at first was of the conservative type. Sup- 
portive measures were used for the knees. Poor body 
mechanics were corrected in as far as the patient was 
able to carry out the necessary measures. The feet 
were corrected with foot plates, proper shoes, and ele- 
vation of the inner borders of heels and soles one- 
fourth inch. Proper elimination from the gastro-intesti- 
nal tract and the kidneys was secured and dieting ad- 
vised with restriction of carbohydrates. Slight im- 
provement was noticed, but not enough to enable the 
patient to get up on her feet and do her ordinary 
housework. She was conducting a lodging house, and 
it was necessary for her to be in a better physical con- 
dition to supervise her domestic affairs. Operation was 
decided upon and the patient was removed to the 
hospital, where, on September 9, 1925, synovectomy 
was performed on the left knee. The knee was entered 
by the trans-patellar route. 


About 15 c. c. of clear straw-colored fluid was en- 
countered with no flakes or fibrinous matter. Both 
semilunar cartilages showed hypertrophy and calcifica- 
tion; the infrapatellar fat pad. was greatly enlarged; 
the alar ligaments were thickened; the ligamentum 
mucosum was very friable, and was wiped off without 
any effort. The cartilaginous surface of the femur was 
riddled with small indentations involving the entire 
thickness of the cartilage. The quadriceps pouch showed 
the considerably enlarged synovial membrane typical 
of lipoma arborescens. The very ends of this apron- 
like structure are villous, and when allowed to fall into 
natural position they flop into the articular surface 
proper. Several bony knobs on the patellar surface 
and the tibia were discovered and removed; the syno- 
vial membrane excised from the quadriceps pouch, the 
lateral recesses and the tibia area; and both semilunar 
cartilages were removed. The patient made an un- 
eventful recovery. She was discharged from the hos- 
pital on September 15, 1925, and in November she was 
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discharged from further medical attention with excel- 
lent results. 


On May 31, 1930. I received a telephonic request to 
see this patient at her home. I found her suffering 
from injury to the right knee. While she was walking 
in her house doing her usual work, the right foot had 
caught between two small rugs. In jerking her foot out, 
something snapped in her knee and she was not able 
to obtain full extension. The knee was swollen with 
a moderate amount of effusion and considerable pain, 
especially if extension was attempted. She was removed 
to the hospital, where an x-ray was taken, showing 
exostosis in the anterior chamber of the knee joint, 
Synovectomy was suggested to the patient and was 
instantly accepted. Operation was done on September 
9, 1930, which, strange to say, was five years to the 
day from the first operation upon the left knee. 

This operation was practically similar to that on the 
left knee with the exception of one thing. A large 
loose body was found in the internal chamber of the 
knee joint, which I took to be the cause of the locking, 
The growth of this loose exostosis seemed to originate 
from near the attachment of the internal meniscus at 


Fig. 2, Case 1 
Both knees in full extension. 


Fig. 3, Case 1 

Left—X-ray of the left knee, lateral view, postoperative. 
Double synovectomy was performed on this patient 
with excellent result. 

Right—X-ray of the right knee, postoperative synovectomy. 
Hypertrophic arthritis. Shows excellent joint space an 
absence of exostosis. Note the slight defect in the 

patella due to the split incision. Excellent result. 
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the crucial ligament. The wound was closed in the 
usual manner and the patient was discharged to return 
to her home on September 14, 1930. The subsequent 
development, as far as motion was concerned, was not 
so favorable in this joint as in the left. For one reason 
or another, the patient did not mobilize this joint with 
the efficiency and fortitude shown in the previous op 
eration. The moticn was limited to 45 degrees from 
full extension. 

Some time in December, 1930, the patient was visit- 
ing friends in Houston. As she was going down the 
front steps she tripped and tell on her face, at the 
same time clutching with her arms the post on the 
porch, The host rushed to her aid, but she informed 
him that she was all right, that nothing serious had 
happened. Instant!y she noticed that she was able to 
move her right knee as fully as the lett. She told me 
she heard something snap in the joint, and this enabled 
her to attain full motion. Ever since the patient broke 
down her own adhesions she has been walking without 
any disability and enjoys locomotion in a normal way. 


Case 2—-F. R., a white woman, 24 years of age, a 
school teacher, gave a negative family history. The 
general history, a ide from fracture of the 'eft forearm, 


Fig 4, Case 2 
Synovectomized left knee in acute flexion. 


Fig. 5, Case 2 
Left knee in full extension. 
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was irrelevant. The present complaint was of periodic 
swelling of the left knee. 

At the age of ten years, while playing at school, she 
was accidentally pushed by another pupil against an 
iron spigot, striking it with the left knee. Swelling im- 
mediately appeared in the joint and remained for one 
week. She was put to bed until the swelling went 
down. Since that time this joint had been swelling 
either with a slight injury or without on the average 
of twice a year. The swelling lasted for one week. 
Moderate pain was associated with it, particularly on 
the outer aspect of the joint. At times this condition 
caused the patient to vomit and forced her to go to 
bed. She consulted her family physician, who advised 
her to bandage the knee and to stay at home when she 
was troubled with the swelling. 

She came to see me in February, 1929, with the 
statement that the condition of the left knee had grown 
considerably wors2, and that in the previous year she 
had had five or six attacks exceeding in painfulness 
those of the previous years. Physical examination then 
showed a rather thin, delicate young girl whose intelli- 
gence was above the average. The leit knee showed a 
moderate degree of swelling, tenderness over the exter- 
nal aspect of the knee joint, not localized in the region 
of the external lateral ligament or the external semi- 
lunar cartilage. There was distinct fluid in the joint 
space proper. The knee cap was floating, but not 
tender to palpation. I applied a compression bandage 
on the knee and referred the patient to a local internist 
for his opinion as to her physical condition for opera- 
tion. He reported to me that both lungs and _ heart 
were in satisfactory condition for the administration of 
an anesthetic. The heart exhibited an occasional extra 
systole immediately after exercise, but this could not 
be of any significance because the heart was normal in 
size, had no murmurs, responded well to exercise, and 
had no evidence of intrinsic pathological change. Blood 
pressure was: systolic 122, diastolic 82. 


X-ray of the left knee, anterior-posterior and lateral, 
showed nothing of any interest. 


The question of an operation was immediately dis- 


Fig. 6, Case 2 
X-ray of left knee, preoperative, anterior-posterior and 
lateral. Hydrops(?) of knee. No evidence of bone 
pathology. 
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Fig. 7, Case 2 
X-ray of left knee, postoperative synovectomy. Excellent 
joint space. There is slight corrigation of knee cap in 
the split patellar incision. Excellent result. 


Fig. 8, Case 2 
Photomicrograph of the synovial membrane. Note the flat- 
tened villi and the increased cellular tissue (see text). 


cussed with the patient, and on June 4, 1929, at the 
beginning of her summer vacation, operation was done 
at the Methodist Hospital. I used the transpatellar ap- 
proach. 


Findings of this case are extremely interesting, and 
I am reporting them in detail. The semilunar carti- 
lages were normal in every respect; the infrapatellar 
fat pad was normal; alar ligaments were normal; liga- 
mentum mucosum was normal; the crucial ligaments 
were normal. The cartilaginous surface of the external 
condyle of the femur showed a small cavity measuring 
about 0.5 x 0.5 cm. in diameter and about 0.17 cm. in 
depth, thus involving the entire thickness of the carti- 
laginous surface and down to the cancellous bone tissue. 
The quadriceps pouch showed an _ extremely injected 
synovial membrane with numerous villous formations 
and fringes protruding from the basement membrane 
down into the articular space. These fringes varied in 
size. All the synovial membrane was dark brown and 
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deeply injected. Pannus-like membrane was found on 
the upper articular surface of the femur. The knee cap 
Was normal in every respect. 

My procedure in this instance consisted of complete 
excision of the synovial membrane all over the quadri- 
ceps pouch and the tibial area. I did not disturb the 
infrapatellar pad of fat nor did I disturb the semi- 
lunar cartilages. The cavity in the external condyle 
was curetted and all loose particles were removed. The 
cavity was touched with phenol, then with alcohol, 
and the entire joint flushed with hot normal saline, 
The wound was closed in the usual way. The patient 
left the hospital on June 12, 1929. The result of her 
operation has been considered excellent from a func- 
tional, clinical and anatomical standpoint. 


Last week I saw the patient and carefully examined 
her knee. She informed me that since the operation 
she had had no trouble whatever with her joint. 


The report of the microscopic examination of this 
section was made by Dr. A. H. Braden, of Houston 
Texas, as follows: 

“Microscopic examination of sections of synovial 
membrane shows flattened villi with hyperplastic endo- 
thelial cells and a moderate degree of round cell and 
polymorphonuclear cell infiltration. | Underlying the 
villi are fibrous connective tissue cells with areas of 
lipoid degeneration. In the villi and in the underlying 
tissue blood vessels are observed with thickened walls 
filled with blood clot. Blood spaces with no definite 
walls, dispersed diffusely, are also seen. Blood pig- 
ment is abundantly present in the villi. 


Case 3—Mr. T. L. H., 54 years of age, was first 
seen by me on February 12, 1930, for trouble in his 
left knee. He gave the following history: three years 
before, while in Oklahoma walking on a sidewalk cov- 
ered with ice, he accidentally slipped and wrenched the 
left knee. His local physician told him that the liga- 
ments were sprained and that it would take about two 
to three years to heal. About a year before my exam- 
ination he hit the front of the knee against a desk 


Fig. 9, Case 3 
X-ray of left knee. preoperative, anterior-posterior and 
lateral. Hypertrophic arthritis. Synovectomy with g 
result. 
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Fig. 10, Case 3 
Photomicrograph of internal semilunar cartilage. Note the 
cystic degeneration of cartilage and the marked round 
cell infiltration. 


drawer, and this resulted in swelling and constant ach- 
ing. There was a catchy feeling in the knee and pop- 
ping, especially in the morning, but there was no typ- 
ical locking. Physical examination then showed general 
uniform capsular thickening of the left knee with slight 
local heat and no tenderness. There was a moderate 
amount of tenderness under pressure in the patellar lig- 
ament and the anterior border of the inner aspect of 
the knee joint. There was considerable grating and 
crepitation. There was about 10 to 15 degrees of lack 
of full extension. Flexion was normal. There was no 
excessive lateral motion. X-rays of the left knee, an- 
terior-posterior and lateral, showed an_ osteo-arthritic 
joint with calcified mass in the anterior intercondyloid 
fossa. 

The patient was advised of his condition and syno- 
vectomy was performed on August 16, 1930. On this 
case I used the medical incision described by Krida. 

The synovial membrane was found markedly hyper- 
trophic, not injected. Extensive pannus formation ran 
into both condyles of the femur. Both semilunar carti- 
lages were found degenerate, cystic and calcified. In 
this instance synovectomy was complete and both semi- 
lunar cartilages were removed. The patient left the 
hospital on August 21, 1930, to return to the hotel, 
and on August 28, 1930, he returned to his home in 
east Texas, where he has been ever since, looking after 
his business. 


Case 4—Mrs. R. S., 59 years of age, gave a history 

of periodic trouble with the left knee, which began ten 
years before I first examined her in 1929. It swelled, 
became feverish, and although complete disability was 
not experienced, there was enough weakness to cause 
her to do nothing for two to three days. Gradually, 
under the treatment of a compression bandage, she im- 
proved and went back to her usual routine work. 
_ X-ray of the knee showed the usual arthritic find- 
ings. The patient was removed to the hospital, and 
in June partial synovectomy was performed on the left 
knee by the split patellar incision. 

Rather normal semilunar cartilages were found with 
4 moderately enlarged infrapatellar pad of fat. The 
quadriceps pouch did not show an unusual pathological 
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condition. Partial synovectomy was done. In this, only 
part of the synovial membrane was removed. The 
semilunar cartilages were not disturbed, nor was the 
fat pad. Ten days later, the patient left the hospital. 
She was able to move her knee without much pain 
four weeks after the operation, but after that the knee 
was never altogether free of pain. It remained sensi- 
tive to weather changes and to pressure on both semi- 
lunar cartilages. I do not consider that this patient 
secured very good results. The continued tenderness 
and dull aching pain, although of considerably less in- 
tensity, are, in my opinion, due to the continued pres- 
ence of a portion of the synovial membrane and its 
appendages. The patient cannot be classified as entirely 
cured. 


Case 5.—Mrs. T. N., aged 40 years, was first exam- 
ined in March, 1925. In childhood she had fleeting 
pains in all her joints following acute fever. About 
eight years previous to examination she began to feel 
and notice swelling, pain and tenderness in the joints 
of the fingers. The same symptoms appeared shortly 
in both knees. The right knee gave her most of the 
trouble. Examination showed periarticular swelling, 
generalized tenderness and disability in walking. She 
was removed to the hospital, where synovectomy was 
performed by the split patellar method. Ten days from 
the date of the operation she was discharged to return 
to her home. 

With the synovectomized knee still in a Thomas splint, 
resting on a Pierson attachment, the patient was in- 
structed to mobilize her knee either actively or by the 
aid of overhead ropes attached to a Pierson splint. 
Neither one of these was done. She grew very nervous 
and irritable at the least attempt to move the leg. 
Passive motion was hysterically repulsed and strenu- 
ously objected to. Ankylosis became evident. Four 
weeks later she was put under an anesthetic at home 
and adhesions were broken down. However, she per- 


Vastus internus 


Tendon of bierps 
Fascia lata. — 


tuberosity of tibia. 


* Mead of fibula 


Fig. 11 
Composite diagram showing incisions: split patella, Langen- 
beck, Krida and Allison for arthrotomy of knee with 
split patella and mesial patellar incisions superimposed 
on the original diagram. (From Kocher, Theodore: 
Textbook of Operative Surgery. New York: The Mac- 
millan Company, 1913.) 
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sistently refused to cooperate, and the result was that 
she developed a stiff knee. She is at present walking 
with a knee ankylosed with a flexion of 15 degrees. 
There is no pain, tenderness or swelling. Nonetheless, 
this case is, inasmuch as the objectives of synovectomy 
are concerned. a failure. 


Case 6.—Mrs. F. S., 55 years of age, was first exam- 
ined in October, 1926. Her chief complaint consisted 
of dull aching pain in the rizht knee. She gave a his- 
tory of having had pain in her back and hips. Ex- 
amination showed fusiform swelling and pouching of the 
right knee. Tenderness was diffused. There was no 
acute pain in walking. She limped and was not able 
to straighten the knee to full extension; but after she 
rose the joint limbered, her limping disappeared, and 
her leg straightened out. X-ray of both knees, an- 
terior-posterior and lateral, showed typical hypertrophic 
arthritis. Synovectomy was performed in December, 
1926. She was discharged from the hospital two weeks 
from the date of operation and was able to do her 
full duty at home seven weeks later. 


Case 7—Mr. J. W., 26 years of age, was referred to 
me by a urologist in May, 1928. His chief complaints 
consisted of pain and disability in the left knee. Five 
years before this examination, he contracted a gonor- 
rheal infection, for which he was promiscuously treated 
with very unsatisfactory results and vicious complica- 
tions. Six months later he developed very marked 
swelling in the left knee. It was aspirated by his at- 
tending physician. He was disabled from the knee for 
about six months. This joint had not been in good 
condition since then. The present attending urologist 
informed me that this patient was suffering from chronic 
prostatitis, vesiculitis and cystitis; that he was able to 
isolate the gonococcus from a smear of the prostate 
and seminal vesicles. Examination of the left knee 
showed marked capsular thickening, induration and 
bulging in the quadriceps pouch. The patient said that 
it was almost always aching; there was no sharp pain; 
that at night it had a “dismal feeling.” Sometimes it 
was too warm. Occasionally it was disabling. There 
was no history of “locking” or a ‘‘catchy” feeling. 

The patient was first treated by a _ conservative 
method, immobilization in plaster cast for two weeks, 
followed by hydrotherapy, diathermy and electrother- 
apy, and supported with a semi elastic bandage. In 
January, 1929, after all his symptoms became quies- 
cent, synovectomy was performed. He left the hos- 
pital two weeks later and five weeks from the date 
of operation was able to walk without any support. 
He has had no trouble with the knee since, and at 
present is scouting for a large oil company in east 
Texas. 


Case 8—Mrs. R. J., 35 years of age, was referred to 
me in March, 1928, because of pain in the knees. 
Her history as to infection or acute illness was negative ; 
there was, however, a history of injury at the age of 
14. The left knee showed most of the disabling symp- 
toms, consisting of uniform swelling, tenderness and 
a slight tendency to knock-knee. She had been trou- 
bled by this joint for the previous seven years. Other 
joints slightly involved were the fingers and both 
wrists. Now and then she had a flare-up of the knee 
joints, especially the left. This was followed by sym- 
pathetic aching in the other joints. X-ray of the 
knees showed increased density in the joint outlines. 
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In September, 1928, the left knee was synovectom- 
ized by the usual method. She remained in the hospi- 
tal two weeks and was able to move about six weeks 
from the date of operation. It was significant that the 
synovial membrane in this case was massively hyper- 
trophic, the largest that I have ever encountered. It 
was markedly villous, pale in appearance and showed a 
large lipoma arborescens. Six months afterwards I ex- 
amined this claimant and found that her other joints, 
including the right one, had remarkably subsided. A 
year later all her symptoms disappeared and she was 
able to walk without any trouble. I saw this patient 
two years after the operation, presenting a picture of 
health. It was my intention to synovectomize the right 
knee, but evidently after excision of the secondary 
source of infection all the other joints improved. : 

Case 9—A. K., 35 years old, a traveling salesman, 
was first seen by me in October, 1927. For the pre- 
vious four years he had been troubled with a dull ach- 
ing pain in the right knee. Physical examination 
showed a moderate degree of periarticular swelling. 
The knee did not pit upon pressure. There was slight 
stiffness, but no limitation of motion. In walking, he 
limned slightly. While sitting down he had a strong 
tendency to keep his leg in the extension position. Six 
years before I saw him he contracted gonorrhea, for 
which he was treated by his family phys‘cian with 
satisfactory relief. No other source of infection could 
be found. He was treated with hydrotherapy, dia- 
thermy and baking, without any results. X-ray of the 
knee, anterior-posterior and lateral, showed nothing 
siznificant. The patient submitted to an exploratory 
arthretomy, which was done, and the entire synovial 
membrane with the cartilages and fat pad were re- 
moved. He left the hospital ten days from the date 
of operation and was able to return to his former occu- 
pation, doing full duty, nine weeks later. 


Case 10—R. R., a young man, 28 years of age, a 
clerk in a dry goods store, was first seen and examined 
in August, 1929. His complaint was of recurring acute 
symptoms in the right knee, consisting of sharp pain, 
disabling in character, with moderate effusion. This 
swelling lasted about five to eight days, at the end of 
which time the patient was free of his ailment. This 
experience extended back to three or four years before I 
saw him. Physical examination showed rather boggy, 
somewhat elastic swelling. There was slight limitation 
of flexion, probably due to the present effusion. There 
was no localized tenderness, no history of “locking,” 
and no evidence of injury to the lateral ligament. 
The patient gave no history of venereal infection. His 
teeth had been previously removed on account of ex- 
tensive pyorrhea. X-rays of the right knee showed a 
sharp density of the joint outline; otherwise they 
were negative. In view of the history of the joint, 
exploratory arthrotomy was advised. He hesitated, but 
two months later changed his mind and submitted to 
synovectomy, which showed moderately hypertrophic 
villous arthritis with marked injection of the blood ves- 
sels of the membrane. His recovery was uneventful, 
and he was able to return to his former occupation ten 
weeks later. 


ROUTE OF APPROACH 


With the exception of one instance, I have 
used the trans-patellar incision throughout this 
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Table 1 


ANALYSIS OF 11 SYNOVECTOMIES IN 


10 CASES 


Patient 


Hypertrophic 


G. 


small series. However, for the past four years 
I have abandoned it, using the para-patellar 
mesial route described by Allison and Coonse 
and by Krida, who named it the “general utility 
incision.” From my experience in recent years 
with the para-patellar route, I am of the opinion 
that it is preferable to the split patellar. One 
cannot help feeling that operative fracture of 
the patella may lead to osseous changes in this 
bone, ultimately causing arthritic changes in the 
joint and impingement upon the underlying 
bony surfaces. Having entered the cavity of 
the knee, dissection is carried from below up- 
ward. All of the diseased tissues are removed 
by dissection and sponging with gauze in the 
lateral recesses until all of the basement con- 
nective layer has become denuded of the syno- 
vial membrane and shreds. 


In seven synovectomies I have removed both 
menisci. The joint capsule is closed first with 
black silk, the aponeurosis with chromic No. 2, 
the subcutaneous layer closed with plain No. 1, 
and the skin with black silk. No drain is used 
and the operation is always done under a tourni- 
quet. The tourniquet is removed after dress- 
ings, sterile sheet wadding and a Bender or ace 
bandage are applied and the limb placed in a 
Thomas splint with Pierson attachment. Slight 
traction is applied for the first week. Motion, 
either passive or active, is started at the end 
of the fourth or fifth day. Stitches are removed 
at the end of the tenth day. At this time, active 
motion should be well established regardless of 
the amount obtained. At the end of fourteen 
days, the patient is up with the aid of crutches. 
Active exercises of the quadriceps are exceed- 
ingly important, and should be begun about 
the third or fourth day. At about the end of 


Condition 


Time Under 


Involved Observation End Results 


Intermittent hydrarthrosis ? 
Hypertrophic 
Hypertrophic 
Hypertrophic 
Hypertrophic 

>, Arth 

Infectious 

G. C. Arth. 

Infectious 


Excellent 
Excellent 
Excellent 
Excellent 
5 years Fair 
Failure 
Excellent 
Excellent 


9 years 
5 years 
5 years 
3 years 


3 years 
2 years 
5 years 
Excellent 
Excellent 
Excellent 


4 years 
3 years 


3 years 


four or five weeks the crutches should be dis- 
carded and a cane used. Physiotherapy and 
other active measures should continue up to 
eight or ten weeks. 


SUMMARY 


Synovectomy is a sound surgical procedure 
strongly indicated in properly selected cases. It 
should be used in conjunction with conservative 
measures conducive to improvement of body 
mechanics, removal of the foci of infection, 
physiotherapy, hydrotherapy, diet, and so on. 

This report presents a small series of eleven 
synovectomies performed on ten private pa- 
tients. The majority of these cases are of the 
hypertrophic type. One case is traumatic hy- 
drops of the knee, two cases are of suspected 
gonorrheal origin, two cases are infectious ar- 
thritis. One case of hypertrophic arthritis proved 
to be a total failure inasmuch as the function 
was concerned. The patient was highly nervous, 
almost hysterical, and cooperation from her was 
impossible. One hypertrophic arthritic case con- 
tinued to have pain and aching in the joint. 
This is the case in which partial synovectomy 
was performed. All the other cases were re- 
lieved of pain, showed excellent function, and 
good anatomical alignment. They returned to 
their former occupations between six and ten 
weeks from operation. It is evident that it is 
an economic waste to adhere to these conserva- 
tive measures in the face of excellent results 
obtained by synovectomy. 


There are contraindications to this procedure, 
for instance: anatomical deformity and lack of 
cooperation, highly strung individuals, acute ac- 
tivity of the disease, and probably multiple in- 
fection. In a synovectomy on a hydrops of the 
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knee, the result was magnificent, and I feel en- 
couraged that this method of attack on an in- 
tractable ailment of the joint is highly promis- 
ing of its solution. 
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DISCUSSION (Abstract) 


Dr. Willis C. Campbell, Memphis, Tenn.—Synovec- 
tomy as described by Dr. David is more often indi- 
cated in certain types of non-articular arthritis of the 
knee, though we have employed the procedure in the 
hip, wrist and other joints. In multiple arthritis the 
procedure is of some value, but does not give as satis- 
factory a result, except when both knees only are in- 
volved. 


The type of joint in which the procedure is especially 
indicated is one in which there is extensive induration 
and fibrosis of the capsule, enlargement of the synovial 
villi, and persistent joint fluid. Such a joint may be 
caused by low grade infection, osteochondromatosis, 
traumatic arthritis, benign tumors and synovial tuber- 
culosis. 

In two cases with benign tumors, a complete excision 
of the synovia resulted in a cure of the tumor but 
ankylosis. Complete excision gave relief in two with 
synovial tuberculosis, but this procedure is not deemed 
advisable, as the process is rarely confined to the sy- 
novia. 

The split patellar incision should be avoided, as suf- 
ficient access to the joint can be attained by a medial 
incision parallel with the quadriceps, patella and patella 
tendon. The operation is not a complete excision of the 
synovia, as the posterior compartment is not explored. 

In 1924, before the American Medical Association in 
Chicago, my colleague, Dr. Spencer Speed, analyzed 11 
of our cases. He demonstrated that restricted motion 
or ankylosis may occasionally result, but that the op- 
eration gives a sufficient number of excellent results to 
warrant its use in selected cases. 


Dr. Robt. D. Schrock, Omaha, Neb.—Our most suc- 
cessful case of synovectomy in the knee joint is a case 
of enchondromatosis, that is, multiple cartilage-like 


bodies formed in hypertrophic synovial fringes, A 
complete synovectomy was performed. Normal func- 
tion was obtained. This case was unilateral in a man 
of 24, active in habit and most cooperative in the after 
treatment. 


A satisfactory result was obtained in a woman of 
45, of medium size and weight, with hypertrophic ar- 
thritis involving only the synovia, but with calcareous 
deposits in the villi. Only the anterior compartments 
were resected. Here again hearty cooperation in after- 
treatment was obtained. 


Poor results were obtained in the short, stocky, thick- 
legged woman with atrophic changes in bone and joint 
cartilage; also in two men of the long angular type, 
with knees whose unbalancing factor had been rela- 
tively minor trauma. These were compensation cases, 


Our experience has been limited to no more than 
fourteen cases, including total and partial synovectomy, 
As a whole, our late results are disappointing. Conse- 
quently, in cases of hypertrophic arthritis, that is, the 
grating knee without actual “locking,” our therapy has 
been more consistently of the non-surgical type. The 
alterative effect of an old-fashioned remedy, mercury 
by inunction and potassium iodide by mouth, gives 
sufficient symptomatic relief to make its use appar- 
ently worth while to the patient. 


Dr. F. Walter Carruthers, Little Rock, Ark.—Syno- 
vectomy is one of the most overlooked procedures for 
the treatment of chronic arthritis of the knee, provided 
it is indicated for the relief for which it is intended. 

I have had the opportunity to do some twenty-five 
cases with what I term a 100 per cent result in fifteen 
of the cases. Two of the results were poor, three were 
failures and five were fair. 

I really feel that this operation should be done in 
more cases than the reports in the literature indicate. 
In passing I think it is important to bear in mind 
the part that the infrapatellar fat pad plays in the 
disabilities that are associated with the arthritic knee. 
In my opinion, it should always be removed. 

The fifteen cases with good results in this series ob- 
tained as much as ninety degrees of motion at the 
knee; the patients are free of pain in their knees and 
last, but not least, they are perfectly satisfied. 


Dr. David (closing) —I do not recommend the use 
of this operation except in carefully selected cases. The 
indications have been carefully outlined in the paper, 
and they closely follow the recommendations of such 
men as Allison, Steindler, Speed and Swett. 


I have never resorted to synovectomy in knee cases 
until prolonged and carefully supervised conservative 
measures have been tried, but I do feel that the opera- 
tion is a good, sound, surgical procedure; that, prop- 
erly performed, it will relieve the majority of patients 
of a great deal of suffering when they do not get relief 
from other therapeutic measures. 

In my practice of orthopedic surgery I have adopted 
the following axiom: “Resort to operations is indi- 
cated whenever such operations are conducive to the 
improvement of the functional and economical situa- 
tion of the patient. | Conservative measures are an 
economic wastage whenever improvement could be ob- 
tained by operative surgery.” 
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THE TREATMENT OF ARTHRITIS WITH 
COLLOIDAL SULPHUR* 
REPORT OF 250 CASES 


By S. C. WoLDENBERG, B.S., M.D., M.Sc.,7 
Dayton, Ohio 


In February, 1932, the colloidal sulphur re- 
gime in the treatment of arthritis was intro- 
duced at Veterans’ Administration Hospital, 
Bronx, New York. The patients were not re- 
stricted entirely to this one form of therapy 
for the single purpose of studying its results. 
In recent years with the realization of the eco- 
nomic loss suffered as the result of arthritis, 
great progress had been made in the treatment 
of this disease. The progressive physician no 
longer feels that the chronic arthritic patient is 
doomed to a life of suffering and invalidism, or 
that impotency in the face of its problems which 
led Sir William Osler to say that when an ar- 
thritic patient walked into his office he felt like 
jumping through the window. Through the re- 
moval of the foci of infection, control of diet, 
vaccine, medications, physiotherapy, preventive 
and corrective orthopedics we have been able to 
palliate and often greatly benefit these patients. 

Helpful as these forms of therapy are when 
used by the discriminating physician, none of 
them is always effective. Though much is 
known about the chemistry of various foods, in 
general we have to rely upon empirical methods 
in particular cases and diseases. It is question- 
able whether, generally speaking, arthritic pa- 
tients are the victims rather than the beneficia- 
ries of analgesic drugs. Vaccines do not pre- 
vent a recrudescence of the disease. Indeed, 
Dawson and Boots,! in their study of many 
hundreds of cases over a period of four years, 
state emphatically that there is no justification 
whatever for the routine use of vaccine in the 
treatment of arthritis. 

Researches in colloidal chemistry in Europe 
and the developments in sulphur therapy in the 
treatment of arthritis there, which we had been 
following for some time, led us to feel that an 
avenue was being opened which promised more 
permanent results than had heretofore been ob- 
tained. The discoveries made in the field of 
colloidal chemistry are revolutionary both of the 
Principles of physiology and the foundations of 
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rational therapy, and we have dealt with this 
subject? in its relation to the treatment of ar- 
thritis elsewhere at greater length than space 
will permit. 

Sulphur has a therapeutic history dating back 
to ancient times. Because of its insolubility, its 
powerful affinity over other elements with 
which it unites and its pronounced toxic effect, 
it has remained for colloidal chemistry to change 
it to a form which makes possible its applica- 
tion intravenously. Professor Meyer Bisch, of 
Germany, and others who had made extensive 
use of colloidal sulphur in the treatment of ar- 
thritis, obtained good results, but failed to at- 
tract much attention in the English-speaking 
world until two or three years ago. One reason 
for this is that the developments in colloidal 
chemistry were practically unknown. It is dif- 
ficult for us to realize, for instance, that such a 
substance as sulphur, when in colloidal form, 
has a surface exposure many hundred thousand 
times greater than in its ordinary state. And 
we have only recently learned to realize that 
the arthritic patient is deficient in sulphur, al- 
though in 1925 Professor Cawadias,* of Athens, 
assumed “that the cells in an arthritic patient 
have lost their ability to retain sulphur in the 
same manner as the cells of tuberculars have 
lost their ability to retain calcium, or the cells 
of diabetics to utilize carbyhydrates.” It should 
be borne in mind that organic sulphur com- 
pounds found in the epidermis have a tendency 
to form other combinations, as for example, 
cystin is formed from cystein. By reduction 
this favors normal cornification. Unna® assumes 
that it may be necessary for cell growth and 
cell division to cease before cornification can 
take place and that cessation of cell life is caused 
by the withdrawal of oxygen. 

We can distinguish three phases of normal 
sulphur metabolism. In the first phase sulphur 
is dissociated from protein in the form of pre- 
viously unoxidized or neutral sulphur. About 
20 per cent of this neutral sulphur is eliminated 
unchanged in the urine and to a similar extent 
in the feces. The greater part of the neutral 
sulphur enters in the second metabolic phase, is 
subjected to further oxidation, and, in its third 
phase, is transformed into complete oxidized 
sulphur, that is, sulphuric acid, which combines 
with certain alkaline bases and is eliminated in 
the urine in the form of mineral sulphates. 

As with the civilian population, among whom 
the prevalence of this disease creates one of our 
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foremost problems today, arthritis is one of the 
important problems of the Veterans’ Adminis- 
tration. In 1932, its pension rolls carried over 
sixty-four thousand men disabled by this dis- 
ease, a very large proportion of its total pen- 
sioners. They represent over 3 per cent of its 
entire hospital load, such patients showing a 
disease history of over ten years per patient, 
with numerous instances of continuous periods 
of hospitalization running from two to three 
years. 

The sulphur therapy, therefore, was intro- 
duced routinely, which gave paramount consid- 
eration to the individual needs of the patient, 
and included the removal of foci of infection 
where necessary, control of diet, physiotherapy, 
preventive and corrective orthopedics, but in no 
case were vaccines, salicylates or any antirheu- 
matic medications given to these patients. Al- 
though the results have exceeded our most san- 
guine expectations, and we have come to place 
increased reliance on sulphur therapy during the 
past two and a half years, we still consider it 
of the utmost importance that in the treatment 
of the disease a study should be made of the 
therapeutic needs of each patient. 


October 1935 


It will be noted from the follewing statistical 
table that the 250 patients who comprise this 
group consisted of 231 cases of atrophic ar- 
thritis, 5 hypertrophic and 14 cases of muscular 
rheumatism. Every case showed excellent clin- 
ical improvement, and the results were obtained 
in a much shorter period of hospitalization 
than previously known. All these patients, ex- 
cept six as noted, were discharged from hospi- 
talization with a complete arrest of the active 
symptoms of the disease. 


Great care was exercised in each case in estab- 
lishing the diagnosis of arthritis. The familiar 
symptoms, subjectively, of dull aching pain in 
the joints, inability to move without discomfort 
and pain, were confirmed by a thorough exami- 
nation of the nature of the inflammation and 
the tenderness complained of in the affected 
joints. In a good many cases this was found 
to be due to capsular thickening or effusion 
about the joint, which also showed marked limi- 
tation of motion; spasms of musculature; limi- 
tation of flexion and extension. In certain cases 
there was marked spasticity of the erector spinae 
muscles, the forward, backward and lateral mo- 
tions of the spine all were decreased. The nor- 


STATISTICAL TABLE 
250 CASES TREATED WITH COLLOIDAL SULPHUR 


FEBRUARY, 1932 
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wn r=) sh 
222 | 32 
ages | 
eee 
=z Se? = wo 
5. $ z Sssy = fe. 
Atrophic Arthritis 
31 Shoulders, elbows, spine, knees 2 courses 168-308 days 49-63 days 
38 Both knees and ankles; mild involvement of lumbodorsal 2 courses 56-140 days 77-119 days 
and lumbar spine 
46 Dorsal and lumbar spine and elbows 3 courses 140-308 days 63 days 
18 One elbow and one shoulder 2 courses None 63 days 
34 Wrists, fingers, feet 2 courses None 84 days 
10 All joints 3 courses Average 532 days 
23 One hip and knees 2 courses New 77-91 days 
7 One hip and one ankle 1 course New 77-91 days 
13 Cervical spine and sacroiliac joints 2 courses New 70-89 days 
11 One knee and ankle 2 courses New 63-84 days 
Hypertrophic 
Arthritis 
1 All joints 3 courses New 92 days 
3 Dorsal and lumbar spine 2 courses New 49 days 
1 Knees 1 course New 35 days 
Muscular 
Rheumatism 
14 1 course New 42-56 days 


Four patients discharged from treatment but being rated over 75 per cent disabled and having no home of their own to return 
to, were kept at the hospital ‘‘home’’ maintained for the purpose. 
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Fig. 1 
Atrophic arthritis showing lipping and obliteration of joint 
space, anterior-posterior view. 


mal lumbar lordosis was at times absent. 
Straight leg raising brought complaint of pain. 
The palms of the hands and the soles of the 
feet were unusually cold and sweated profusely. 
The nails were hard and brittle and at times 
rigid. The skin was dry, glistening and parch- 
ment-like, which no doubt showed that periph- 
eral circulation had been greatly diminished. 
The posture in all these patients was poor. 


In addition the diagnosis was confirmed by 
x-ray studies of each joint in which any change 
had occurred, and in every case of arthritis in 
this series abnormal shadows showed extraordi- 
nary joint alterations. The trauma was found c‘ 
insufficient degree to cause rearrangement of 
the cancellous or cortical architecture of an in- 
dividual bone joint. The joints contained, fre- 
quently, much free fluid. There was no direct 
connection between the bone ends. In the fin- 
gers the terminal interphalangeal joints ap- 
peared knobby and swollen with lateral and 
flexion deformities. Heberden’s nodes were evi- 
dent. Advanced cases revealed a total oblitera- 
tion of the joints. It shovld be remembered, 
however, that many clinically well defined cases 
of arthritis cannot be confirmed by a roentgeno- 
gram and that sometimes arthritic joints visible 
by x-ray are symptomless. 

Co-existing diseases were found in many of 
these patients: arteriosclercsis, hypertens’on, 
chronic nephritis, myocardial degeneration, car- 
diac valvular disease, obesity, diabetes mellitus, 
chronic gastro-intestinal diseases, and so on. 

_ In the treatment of these patients the follow- 
ing Is to be noted: 


Infection—All foci of infection when present 
were cleared up as far as possible. The routine 
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eradication of teeth and tonsils, and so on, was 
not done unless it was apparent that they were 
factors in the causation of the arthritic process. 

Contractural Deformitics. — Treatment both 
protective and corrective was carried out wher- 
ever indicated. Swain and Kuhns® state that 
deformities of arthritis are largely unnecessary 
except in exceptionally severe cases, but in our 
experience it was found that deformities and 
contractures in the majority of cases were the 
predominant feature. 

Constipation —Chronic constipation, an ex- 
tremely common condition among these patients, 
was corrected. 

Diet.-—While anemia, as shown by a low 
hemoglobin and a slight reduction of the red 
cells, was mostly mild, our first concern was to 


Fig. 2 


Atrophic arthritis of wrist, lateral view of Fig. 1. 


Fig. 3 
Atrophic arthritis of wrist, obliteration of joint space and 
Heberden nodes, anterior-posterior view. 


| 
a 
| 
: 
7 


878 SOUTHERN MEDICAL JOURNAL 


Fig. 4 
Atrophic arthritis of hand, lateral view of Fig. 3. 


secure the best nutritional state possible for each 
patient. Generally they were placed on a high- 
vitamin, low carbohydrate, low caloric diet, with 
fifty or sixty grams of protein, and the neces- 
sary amount of fats according to the patient’s 
caloric requirements. As those patients showed 
excessive acid in their sweat and saliva, no acids 
were given. 

Exercise—Throughout the treatment, exer- 
cises gradually increasing in vigorousness were 
given daily. 

Sulphur Therapy.—The colloidal sulphur* 
used in these cases was supplied in two forms: 2 
c. c. ampule said to contain 10 mg. of colloidal 
sulphur disbursed in a protein free aqueous me- 
dium for intravenous medication; and the 2 c. c. 
ampule containing 20 mg. of colloidal sulphur 
suspended in an acid-free olive oil for intramus- 
cular medication. 


In the administration of the sulphur therapy 
in this group, our experience led us to use larger 
doses and more frequent injections than any 
known previously. As far as we can _ learn, 
workers with this form of therapy had given 
only one ampule of 2 c. c. twice or three times 
a week at the most. We found it necessary to 
increase the doses and their frequency in order 
to obtain the best results. In the more recent 
cases of this group, of severe type and long 
standing, showing a low cystine content of finger 
nail clippings and a high sedimentation rate, we 
have given 30 mg. of sulphur every day until a 
course of ten injections had been completed. It 
was our observation that the more satisfactory 
results were obtained from the intravenous medi- 
cations and the intragluteal medication is now 
given only to patients when it is impossible to 


**Sulphur Diasporal.”’ 
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get into the vein because of deformities or 
obesity. 

It was noted that in a number of acute cases 
following the injections of colloidal sulphur in- 
travenously the temperature rose from 99 to 102 
and 103°, and gradually receded to 100 and 99° 
by the next morning. Twenty-four hours later 
another medication was given and the tempera- 
ture rose again to 102°. The joints became in- 
flamed and swollen. There was marked perspira- 
tion, but very little complaint of pain. This 
condition subsided usually after giving from 
six to eight medications. 

In the majority of cases it was observed that 
the patients were free from pain after the fifth 
or sixth injection and that the spasticity of 
muscles began to disappear. The effusion in the 
joints gradually became less, and after about 
three or four weeks of treatment it was practi- 
cally gone. 

Great care was taken by us when giving col- 
loidal sulphur intravenously to inject it slowly, 
to prevent any leakage into the soft tissue, as 


Fig. 5 

Left—August 12, 1934, before treatment started. He re- 
ceived two courses of 30 mg. of colloidal sulphur intra- 
venously. Prior to his admission here he was treated 
in many hospitals, and he was unable to get about 
without the assistance of a cane and was constantly in 
pain. 

Right—October 10, 1934, after two courses of 30 mg. 
of colloidal sulphur had been given intravenously.  Pa- 
tient was discharged November 30. 1934, walking out 
of the hospital without the aid of any cane or crutch, 
and being entirely relieved of his pain. 
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the latter causes excruciating pain and some- 
times sloughing of the soft part at the vicinity 
of the point of injection. There is no evidence 
of any toxicity or other ill effects resulting from 
the proper administration of colloidal sulphur. 

One reason for first making a radical depart- 
ure, that is, giving larger doses at more frequent 
intervals than previously known, was due pri- 
marily to the fact that many of the cases treated 
were desperate, patients having been hospitalized 
for long periods of time without any results. In 
doing this we had an advantage in the fact that 
the patients were in the hospital under our per- 
sonal supervision where they could be carefully 
observed. 

The Cystine Test—The Sullivan’ cystine pro- 
cedure as used by Sullivan and Hess* was made 
routine for all arthritic patients. Such primary 
tests show, in this group of cases, a range of 6.5 
per cent cystine, the lowest, to approximately 
9.8 per cent, the highest, the mean being 8.15 
percent. Fcllowing the first course of ten injec- 
tions another cystine estimation was made to de- 
termine further treatment. The tests made at the 
conclusion of the sulphur therapy treatment 
among these patients showed that the cystine 
then ran between 11.6 per cent, the lowest, to 13 
per cent, the highest. Sullivan and Hess have es- 
tablished the percentage of cystine in normal in- 
dividuals as ranging from 11 to 13 per cent with 
an average of 11.69 per cent. Their investigations 
revealed a range of 7 tc 13 per cent cystine in ar- 
thritics, with an average of 9.77 per cent. As 
will be noted above, in our experience no ar- 
thritic was found with cystine higher than 9.8 
per cent in the preliminary tests. 


The Sedimentation Rate Test.—Since March, 
1933, the sedimentation rate test was made, 
with the cystine test, a preliminary routine in 
the study and treatment cf all arthritic cases. 
It was found in every case in this group that 
there was a close parallel in the results, that is, 
a case in which a low cystine was revealed 
showed an increased rate of sedimentation and 
vice versa. Likewise in the sedimentation tests 
made following the colloidal sulphur medication, 
It was observed that as the cystine increased the 
sedimentation rate showed a parallel decline. 

In the most recent cases treated by us, the 
cystine and sedimentation tests, supported by 
our clinical findings, have enabled us to treat 
very acute cases with doses as high as 30 mg. 
of colloidal sulphur intravenously daily for a 
full course, and as a result completely ridding 
the patients of the intense pain they were suf- 
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fering within thirty-six hours of the first injec- 
tion. 

It is our opinion that the larger doses admin- 
istered at more frequent intervals are the most 
important factor in the beneficial results ob- 
tained with sulphur therapy in arthritis. From 
the arswers to a questionnaire to fifty-two phy- 
sicians throughout the country who use this form 
of therapy in their treatment cf arthritis, it 
would appear that little progress has been made 
by them in this direction, but from which inves- 
tigation much is to be gained from the point of 
view of ridding the patient of the pain and 
acute symptoms of this disease. 

It is interesting in this connection to note 
that the recent interest of investigators in the 
reticulo-endothelial system is bringing to light 
many facts that will help us to appraise the ef- 
fects cf such a chemical element as sulphur. 
Schlossberger” states that his experiments dem- 
onstrate that the protective and therapeutic ac- 
ticn of chemotherapeutic substances do not come 


Fig. 6 
before 
three courses of 20 mg. of intravenous medication of 


Left—July 25, 1934, treatment started. Received 
colloidal sulphur. When admitted to hospital he was 
brought in on stretcher by ambulance. He had been 
bedridden for two years and three months. being unable 
to walk without assistance of crutches. The pain was 
very excruciating so that he was unab'e to bear weight. 

Right—September 17, 1934, after two courses of colloidal 
sulphur had been given. Discharged November 22 


1934, walking out of the hospital without the aid of 
any cane or crutch. 
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Fig. 7 


Before treatment. Before treatment. 


March, 1934 


from the storing of these substances within the 
reticulo-endothelial system, but in the stimula- 
tion of the entire system. Spleen extirpation 
and blockade, according to this authority, ap- 
parently result not in a functional decrease of 
the R-E system, but in a stimulation of the 
system and consequently of the whole organism; 
to an acceleration of the metabolic processes. 
“It is quite possible,’ he says, “that such reac- 
tions, similar to those aimed at by mesenchymal 
stimulation therapy, can be therapeutically use- 
ful when applied in the right dose.” 


Since the arthritic patient is unable to retain 
the normal sulphur complexes, it seems reason- 
able to assume that the larger doses are better 
able to overcome this condition. Sullivan,!” 
who has made extensive biochemical investiga- 
tions in this field, thinks that the increase of 
the cystine content of the finger nails of ar- 
thritics after the injection of sulphur implies that 
the sulphur directly or indirectly, after being 
changed by the body, either combines with the 
injurious material and thus spares the normal 
body sulphur complexes from being diverted, or 
stimulates the general defense mechanism of 
the body. 


CONCLUSIONS 


(1) We believe that it must be considered a 
possibility in the majority of cases of this dis- 


After treatment. After treatment. 


June, 1934 


ease that infection, metabolic deficiency and 
circulatory disorders, not one but all, are fac- 
tors, although any one of them might be respon- 
sible for the break in compensation which brings 
on the onset of the disease. 

(2) That arthritics are deficient in sulphur 
and that colloidal sulphur therapy is able to 
remedy this deficiency is confirmed by our ex- 
perience. 


(3) The sulphur therapy was found a rapid 
and effective means of freeing the patient of 
pain, removing the acute symptoms, and im- 
proving his metabolic stability. So far as we 
know no recurrence of the disease has taken 
place among the patients treated with colloidal 
sulphur. 

(4) It is our opinion that the increased dos- 
age, minimum of 20 to 30 mg. given intrave- 
nously, is of the utmost importance in this re- 
gime, and can be administered with safety. 

(5) The use of sulphur therapy is strongly 
urged in the early stages of the disease in order 
to avoid unnecessary suffering and contractural 
deformities. 

(6) Each arthritic case requires full and in- 
dividual medical study and the sulphur ther- 
apy, despite its great value, in our opinion 
should be recommended as part of a course of 
treatment. 
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(7) Although clinically each case showed de- 
cided improvement, no joint changes, demonstra- 
ble in roentgenograms, were apparent as a re- 
sult of the treatment. Nevertheless, clinical re- 
sults obtained during the last three years justify 
us in urging the use of colloidal sulphur intra- 


venous medications in all cases of arthritis. 
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CONGENITAL SOLITARY KIDNEY* 


By Russett A. HeNNEsSEY, M.D., F.A.CS., 
and 
AtFrED D. Mason, M.D., 
Memphis, Tennessee 


Varied forms of renal anomalies have been 
described for centuries by anatomists and pa- 
thologists. Their incidence and clinical signifi- 
cance were not realized, however, until renal 
surgery made necessary more accurate diagnostic 
investigations. Evidence of the increasing pre- 
cision of urological diagnostic methods is indi- 
cated by greater numbers of reports of cases 
diagnosed clinically. In a review of the litera- 
ture in 1928, three hundred seventy-three cases 
were found reported. Of these, but fifty-five 
had been diagnosed clinically. Collins, in 1931, 
reported five hundred eighty-one cases, an in- 
crease of two hundred eight cases, some of which 
had been missed by previous reviewers. The in- 
formation obtainable from this rapidly increas- 
ing number of cases proves the incorrectness of 


*Read _in Section on Urology, Southern Medical Association, 
Hera a Annual Meeting, San Antonio, Texas, November 
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the incidence as given by earlier reporters. Con- 
genital solitary kidney, once considered to be a 
rare anomaly occurring in 1-3009 or more, is 
now known to occur in about 1-70 cases. 


In searching the literature for case reports, a 
great deal of confusion was found to exist. 
Guiterrez, in an exhaustive study of the sub- 
ject, has proposed and stressed the value for 
future reference and accuracy of the classifica- 
tion of unilateral congenital renal malformations 
excluding fusion anomalies as hypoplastic kid- 
ney, renal aplasia and congenital absence of one 
kidney. This classification covers only cases in 
which the other kidney is composed of elements 
derived embryologically from one renal bud. 


HYPOPLASTIC KIDNEY 

1) Small or infantile in type; other kidney hyper- 
trophic 

2) Normal renal parenchyma 
(a) With medullary and cortical substance 
(b) With absence of pyramidal substance 


Microscopic sections reveal normal or rudimentary 
glomeruli and tubules 


Rudimentary or hydronephrotic pelvis 


Calices bizarre in position and size, sometimes ab- 
sent 


Patent ureter 

Normal urine secretion 

Diminished or normal renal function 

Good urea excretion and phenolsulphonephthalein 
elimination 

Pyelography and roentgenography reveal hypo- 
plastic kidney or diminutive organ. 

RENAL APLASIA 

No true kidney 

No evidence of pelvis 

Absence of true renal pedicle 

Renal artery small or absent 

Ureter incompletely developed and not patent 

No excretion of urine 

No renal function 


Bladder with two normal ureteral orifices or one 
ectopic ureter 

Histologic section of the supposed renal mass re- 
veals glomeruli and tubules, showing arrest of 
development of renal organ 

Cystoscopy, catheterization of ureters and descend- 
ing or ascending pyelography for diagnosis of 
the condition 


CONGENITAL ABSENCE OF ONE KIDNEY 
(CONGENITAL SOLITARY SINGLE KIDNEY) 


(1) No evidence of hypoplastic or aplastic renal tissue 


(2) Complete absence of a mate with hypertrophy of 
the solitary kidney 


|| 

(7) 

(8) 

( 9) 

(10) 

(1) 

( 2) 
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Fig. 1 
An example of a typical hypoplastic kidney. 


(3) Single kidney with double pelves and double ure- 
ters, or 


(4 


Kidney with single or double ureters in cross ecto- 
pia 

(5) Vesical trigon distorted or absent 

(6) Bladder with one ureter or two openings in one 
side 

(7) Suprarenal nearly always absent 

(8) About 70 per cent of the cases of solitary kidney 
found with some other type of congenital mal- 
formation, particularly of the genital tract 

(9) Diagnosis obtained cystoscopically and pyelograph- 

ically by the descending or ascending urographic 

method 


CASE REPORTS 


Case 1—Mr. L. H. W., aged 32, was first seen in 
June, 1929. He complained that for ten days he had 
suffered with frequent, painful urination and fever. He 
also had developed some pain in the right flank and 
shoulder. On several occasions blood had appeared as 
micturition ended. The urine showed 30 to 50 pus cells 
and 12 to 15 red blood cells per field, with a trace of 
albumin. 


X-ray examination revealed a rather large renal 
shadow on the right, but no shadow was distinguishable 
on the left. No stone shadows were found. Cystoscopy 
revealed a subacute diffuse cystitis. The right ureteral 
orifice was immediately evident, but as the left floor 
of the bladder was examined, the trigonal markings 
were lacking and no orifice could be located, even with 
the use of indigocarmine intravenously. The internal 
vesical orifice and deep urethra were found to be nor- 
mal. The right kidney was catheterized and a speci- 
men collected for microscopic examination and culture. 
Indigocarmine appeared in three minutes and concen- 


October 1935 


trated rapidly. The right pyelogram appeared normal 
and of very liberal size. Rectal examination revealed 
the vesicle and prostate to be normal in size and con- 
sistency to the examining finger, but showed an abun- 
dance of pus in the expressed fluid. The catheterized 
kidney urine showed 35 to 40 pus cells and staphylo- 
coccus on culture. The patient was discharged in five 
days to receive further treatment from his physician. 

A tentative diagnosis of subacute right pyelonephritis, 
chronic prostatitis and probable congenital absence of 
left kidney was made. 


In March, 1931, the patient returned, complaining of 
abdominal pain and food distress, which he felt might 
be related to his previous trouble. Physical examination 
and gastro-intestinal x-ray studies, however, revealed a 
duodenal ulcer and chronic appendicitis. Intravenous 
urography was employed and exhibited an_ excellent 
right pyelogram with no concentration in the left uri- 
nary tract. Appendectomy was advised, accepted and 
performed by Dr. J. A. Crisler, of Memphis. We 
availed ourselves of the opportunity to explore the left 
abdomen and pelvis, and found no vestige of renal 
tissue. No tissue distinguishable as left suprarenal gland 
or renal vessels was found. The conclusion reached in 
our original examination without the aid of intravenous 
urography was thereby confirmed. 


Case 2.—Mrs. P. T. P., aged 28, was admitted to 
the Methodist Hospital on the service of Dr. W. T. 
Pride on February 9, 1933, complaining that for one 
month she had suffered periodic severe pain in the 
lower right abdomen. Examination had revealed a 
rather large painful pelvic mass. The blood examina- 
tion showed a moderate leukocytosis. A catheterized 
bladder specimen was normal. 


Fig. 2 
Intravenous urogram of Case 1. No dye visible in left side. 
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Fig. 3 
Intravenous urogram of Case 2. No concentration visible 
at any time on right side. 


A pelvic laparotomy on February 10, 1933, revealed 
chronic bilateral salpingitis, bilateral chocolate cysts of 
the ovaries and an uterus didelphus. A bilateral sal- 
pingo-oophorectomy and appendectomy were done. On 
the seventh postoperative day, the patient developed 
pain over the left flank and upper abdomen. The 
temperature rose to 101°. For forty hours no urine 
could be obtained from the bladder. After this period 
of suppression, the patient suddenly voided sixteen 
ounces, and followed with the elimination of fifty-four 
ounces in the succeeding twelve hours. 

At this time, we were asked to see the patient. The 
urine was found to contain innumerable pus cells and 
an occasional blood cell. There was definite tenderness 
and a palpable mass resembling the lower pole of the 
kidney on palpation over the left kidney. X-ray ex- 
amination revealed no stone shadow. Cystoscopy on 
the eleventh postoperative day revealed a subacute dif- 
fuse cystitis. The left ureteral orifice was edematous 
and showed particles of mucous membrane protruding. 
Its position was more mesial than normal. The right 
trigonal markings were absent and no right ureter or 
kidney could be found, even with the utilization of all 
diagnostic aids. The catheterized left kidney urine 
showed innumerable pus cells. An inlying ureteral 
catheter was used with frequent irrigations for three 
days. The temperature began to recede and reached 
normal from 105° in six days. The patient was dis- 
charged on the twenty-first postoperative day. The 
diagnosis was acute pyelonephritis of the left kidney; 
congenital solitary right kidney. 

The patient was readmitted to the hospital eleven 
days later because of left flank pain and fever for two 
days. At this time the urine showed 6 to 8 pus cells. 
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The lower pole of the left kidney was distinctly pal- 
pable and tender. There was a moderate leukocytosis 
and a marked secondary anemia. Indwelling catheter 
drainage on March 11, 1933, affected little change in 
the temperature course. The blood chemistry was nor- 
mal. Blood transfusions were given at seven-day in- 
tervals. On the sixteenth day, exploration of the left 
kidney revealed a solitary abscess on the anterior sur- 
face of the lower pole about 2 cm. in diameter. Lib- 
eral drainage was provided. The evacuated pus showed 
Staphylococcus aureus. 

Intravenous neoskiodan given three days after her 
readmission showed excellent concentration in the left 
kidney, but no shadow in the right renal, even at the 
end of several hours. The leukocyte count rose on 
March 25, 1933, two days after operation, to 26,150 
with 94 per cent polymorphonuclears. Despite the free 
drainage provided, the temperature continued to follow 
a septic curve, the leukocyte count frequently checked 
fell only to 20,600 with 91 per cent polymorphonu- 
clears. A blood culture reported seven days later 
showed numerous colonies of hemolytic staphylococci. 

Transfusions and other supportive measures were 
employed, without substantial benefit, until April 21, 
1933, the twenty-fifth postoperative day, when the pa- 
tient died. Permission was granted the pathologist to 
examine the abdomen through the left flank incision. 
He reported that no right kidney, renal pedicle nor 
suprarenal gland could be found. 


Case 3—Mr. L. E., aged 28, was admitted to the 
Baptist Hospital complaining of pain in the back ra- 
diating in girdle fashion forward into the lower abdo- 
men; fever, dysuria and urinary frequency. The urine 
was found to contain 15 to 20 pus cells. X-ray re- 


Fig. 4 
Retrograde pyelogram on Case 3. Subsequent intravenous 
urogram shows no concentration on left. 
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vealed evidence of osteo-arthritis between the fourth and 
fifth lumbar vertebra and a bilateral sacro-iliac arthritis. 
Moderate tenderness and resistance to palpation was 
found on flank palpation. Rectal examination revealed 
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the prostate to be made up of a right lobe of about 
normal size and consistency. The left lobe was con- 
spicuously lacking, there being a definite void rather 
than palpable resilient prostatic tissue. The right semi- 
nal vesicle was palpable and compressible, but no left 
vesicle could be made out. Expressed secretion showed 
30 to 50 pus cells per high power field. The left vas 
could not be distinguishable by palpation. Both testes 
were normal. 


Cystoscopy revealed an absence of the left side of 
the trigon and but one ureteral orifice. The single 
ureter was catheterized and the urine obtained was 
clear. Indigocarmine given intravenously appeared in 
three minutes from the right kidney. No evidence of 
dye was seen coming from any other point in the blad- 
der or deep urethra. 

Flat x-ray. and. pyelogram showed a_ hypertrophic 
right kidney shadow in normal position. An oppor- 
tunity to explore the left renal fossa was obtained and 
accomplished four days later. Careful search failed to 
reveal a left kidney or kidney tissue. No renal pedicle 
or suprarenal gland was demonstrable. 

The final diagnosis was stricture of the urethra, 
chronic prostatitis, congenitally absent left kidney and 
osteo-arthritis of the lumbar spine and sacro-iliac joints. 


Case 4—Mrs. N. C. J., aged 18, married, was referred 
by Dr. E. C. Boswell, of Troy, Tennessee, and admit- 
ted to the Methodist Hospital on August 30, 1934, be- 
cause of pain in the right flank and abdomen, with 
chills and high fever of three days’ duration. These 
symptoms had been preceded by attacks of dysuria and 


Fig. 5-C 
(A) Plain x-ray; (B) catheter ray; (C) retrograde pyelo- 
gram of solitary right kidney in Case 4. Intravenous 
urogram failed to show concentration on left. An acute 
pyelonephritis was present in the solitary kidney. 
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urinary frequency since marriage three months before. 
Catamenses, which began at thirteen, had always been 
irregular and excessive. To correct this difficulty, dila- 
tation and curettage had been done one year before 
and again five months ago. Examination revealed the 
right kidney to be enlarged three fingers below the 
costal margin anteriorally, and markedly tender. The 
catheterized urine was cloudy and showed pus 11 and 
blood 1. Pelvic examination revealed a uterus of ab- 
normal proportions. The right cornu was large, while 
the left was small. 

X-ray of the abdomen showed a large right kidney 


shadow. No left kidney shadow was visualized. 
Cystoscopy revealed a diffuse chronic cystitis. The 
left ureter and trigonal markings were absent. The 


right ureter occupied a normal position and admitted a 
number six catheter. The catheterized urine showed 40 
to 60 pus cells and the colon bacillus on culture and 
smear. Indigocarmine failed to appear from any point 
in the bladder or genitalia except from the right ureter. 
A retrograde right pyelogram was made. An opaque 
medium was then given and successive X-rays were 
made. At no time in the succeeding films was any 
evidence of concentration on the left side found. Renal 
lavage was followed by prompt improvement and the 
patient was discharged. 

The diagnosis was right pyelonephritis; congenital 
absence of left kidney; uterus didelphus. 


ASSOCIATED GENITAL DEFECTS 


The high incidence of associated genital de- 
fects has been pointed to by early contributors. 
Winter, in 1903, after reviewing two hundred 
thirty-seven cases, reported that genital defects 
were found in 33 per cent. In a_ review of 
twenty-four cases in 1928, we found an inci- 
dence of 48 per cent. Collins, in reviewing five 
hundred eighty-one cases, found an incidence of 
58 per cent, of which 89 per cent were in fe- 
males and 41 per cent in males. Guiterrez re- 
ports that some form of genital defect can 
be demonstrated in 70 per cent. This higher in- 
cidence of associated genital defects in the fe- 
male is explainable since the Mullerian ducts 
give rise to the tubes, uterus and vagina in the 
female, but form no important structures in the 
male. 


In three of the four cases presented in this 
communication, genital anomalies were found. 
Didelphic uteri were found in two. In one of 
the two cases occurring in males, atrophy of one 
lobe of the prostate and absence of the seminal 
vesical and vas deferens on the corresponding 
side could be demonstrated. The importance of 
recognizing the significance of genital anoma- 
lies is emphasized by Collins, who found that 
but 7.05 per cent of cases of congenital solitary 
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kidney were detected by ordinary urological 
diagnostic methods. In five cases which we have 
personally observed (one previously reported 
case in the Journal of Urology, February, 1929), 
all came under our observation because of uri- 
nary tract complaints. The oldest was thirty- 
four; the youngest, eighteen; the average 25.4 
years. There were three females with an aver- 
age age of 21.6 years, and two males with an 
average age of thirty-one. Collins reports an 
incidence of 48.36 per cent males, 39.75 per 
cent females, and 11.87 per cent not stated. 
The left kidney was found to be absent in 54.73 
per cent; the right, 40.96, and not stated in 4.31. 
In three of the four cases reported herein, the 
left kidney was absent. Ectopic positions of 
the solitary kidney have been described in 
twenty-five instances. Guiterrez has strongly 
emphasized the point that in congenital solitary 
kidney the suprarenal gland is invariably absent. 
Our experience would confirm this conviction, 
for in four of five cases in which confirmatory 
exploration was possible, no recognizable supra- 
renal gland could be found. 


LIFE EXPECTANCY 


The congenital absence of one kidney does 
not constitute a serious menace to life. Collins 
found upon review of three hundred eighty-one 
cases reported in the literature that the average 
age at which the lesion was discovered was 
forty years, and that 68.3 per cent of the pa- 
tients die of disease totally unrelated to the 
genito-urinary system. It is readily acknowl- 
edged, however, that when urological disease 
exists in one with a congenitally absent kidney. 
the outlook is not always favorable or comfort- 
ing. 


DIAGNOSTIC METHODS 


Collins stated that but 7.05 per cent of five 
hundred eighty-one cases had been recognized by 
cystoscopy, urography and the diagnostic meth- 
ods commonly employed at this time. By these 
methods information of remarkable accuracy is 
possible, but it is often impossible to decide 
that no vestige of renal tissue is present to rep- 
resent the kidney. The finding of co-existing 
genital defects, however, will greatly strengthen 
one’s ccnviction. 


Collins reports that the ureter was absent on 
the side on which the kidney was absent in 
Many previous au- 


51.11 per cent of the cases. 
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thors*® have indicated that two ureteral orifices 
may be present in the bladder in the presence 
of the congenital absence of one kidney. Gui- 
terrez, however, does not admit this circum- 
stance in his classification, stating that they are 
examples of renal aplasia or hypoplastic kidney. 
The presence of two ureteral orifices in the blad- 
der does not, of course, gainsay the absence of 
one kidney. It is also important to recognize 
the inadequacy of qualitative dye excretion tests 
in determining renal competency. — Indigocar- 
mine excretion may mislead one in determining 
the functional capacity of a hypeplastic kidney. 
This fact is of surgical importance, for it is 
known that the true hypoplastic kidney is not 
capable of compensatory function in the event 
of disease or sacrifice of its brother. 


Intravenous urography, which has proven to 
be of excellent diagnostic value in other obscure 
urological lesions, is especially applicable in the 
detection of anomalies. While absence of con- 
centration of urographic material in one renal 
area implies only the lack of renal tissue of 
functional competency, correlation of the clini- 
cal, cystoscopic and x-ray data will often per- 
mit a diagnosis of reasonable accuracy. How- 
ever, at times, a diagnosis of infallible accu- 
racy is possible only with surgical exploration. 


SURGERY OF SINGLE KIDNEY 


Medical or surgical treatment of affections of 
the solitary kidney should be carefully chosen 
and conservative. The literature contains case 
reports covering a wide variety of surgical pro- 
cedures, for example, nephrotomy, ureterotomy, 
pyelotomy, nephropexy and ureteropyeloplasty. 
Twelve instances of nephrectomy of the solitary 
organ are recorded in the literature, which were 
done unwittingly or under urgent circumstances. 
In one instance, a solitary pelvic kidney was 
opened during a pelvic operation. Obstructive 
lesions of the solitary kidney require expeditious 
action. The ureteral catheter has frequently 
been successfully employed in relieving calculus 
obstruction and promoting drainage. In high 
ureteral obstructions, ureterotomy or pyelotomy 
are the procedures of choice, avoiding, if possi- 
ble, an incision into the renal parenchyma. 


SUMMARY 


(1) Four cases of congenital solitary kidney 
are added to the literature. 
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(2) All cases were diagnosed clinically by 
recognized urological methods. 


(3) Four of the five cases observed by us 
have been proven by exploration or autopsy. 


(4) Genital defects should serve to arouse 
one’s suspicion of an associated urinary anomaly. 


(5) The suprarenal gland was absent in the 
four cases in which exploration or autopsy was 
done. 


(6) All cases presented urological pathology, 
two of the five dying therefrom. 


(7) Subsequent literature on the subject will 
be improved, and the existing confusion ob- 
viated by adopting a well defined classification, 
as that presented by Guiterrez. 
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DISCUSSION (Abstract) 


Dr. Rex R. Ross, San Antonio, Tex.—Of the many 
anomalies occurring in the human body, there are none 
of more interest and importance from a surgical stand- 
point than those of the kidney; and of these, ranking 
first in importance is the solitary kidney. Born under 
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a delusion, reared without a companion, this lonely 
organ assumes double responsibility and liability and too 
often as a reward is not even noticed, and if so, at 
postmortem in the majority of instances. Statistics re- 
veal that this entity occurs 1 in 900 autopsies, Collins 
reporting 581 cases collected from the literature, the 
diagnosis being made at necropsy in 439. At present, 
however, due to improved methods, and particularly to 
intravenous urography, we can hope and expect the 
diagnosis to be made more frequently. 


By solitary kidney is meant a complete absence of 
kidney, ureter and ureteral orifice on one side of the 
body, and this is due to failure of development of the 
ureteral bud. The following combinations are seen: 
part of ureter ending blindly, ureteral orifice in bladder 
and not patent, crossing of ureter from the kidney 
and opening into orifice on agenetic side. The rudi- 
mentary ureter may end extravesically in vesicle, vas, 
vagina or uterus. It occurs most often in males and 
on the left side. The kidney, while usually found in its 
proper place, at times is found in the pelvis, in the 
mid line over the spine or iliac fossa. It is commonly 
found enlarged due to compensation hypertrophy and 
has a large pelvis, but there may be exceptions. Cases 
have been reported of two pelves and ureters. It is to 
be distinguished from hypoplasia, atrophic or degenera- 
tive changes and unilateral fusion. 


In hypoplasia there is some vestige of renal tissue of 
variable size and usually an extrarenal pelvis of com- 
paratively large size. There are also exceptions to 
this, where a rudimentary pelvis and calices are noted. 
In this, too, there may be found a rudimentary ureter, 
but most often one can be demonstrated by urography. 
In the atrophic variety one encounters a decrease in 
kidney volume and contracture of calices or closing in. 
Usually the ureter, however distorted, can be demon- 
strated and a small kidney shadow seen on the x-ray 
plate. The latter two at times are very difficult to 
differentiate. The diagnosis is to be made by x-ray 
films, cystoscopy, retrograde and intravenous pyelo- 
grams, ureterograms and functional tests. The ap- 
pearance of the trigon should be studied, ureteral ori- 
fices searched, both in bladder and for extravesical 
openings. Associated genital defects are found in about 
70 per cent of cases. In the male, hypospadios, epis- 
padias, exstrophy, absence of one or more vas, vesicle, 
and testicle, aplasia or absence of prostate and in the 
female absence of one or more ovaries, tubes, uterus 
and vagina are noted. 


The solitary kidney is subject to the same pathologi- 
cal changes which are observed in the patient with two 
kidneys. The treatment, whether medical or surgical, 
1s conservative. The great practical lesson to be de- 
rived from this discussion for any one doing kidney 
Surgery is first of all constantly to bear in mind the 
solitary kidney and know the condition of the other 
side before operating. In other words, we should be 
alert, thorough and conscientious. Thus there will be 
fewer nephrectomies of solitary kidneys and conse- 
quently a great deal of unnecessary embarrassment will 
be spared to surgeon and patient. 
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HYPOPLASTIC KIDNEY* 
REPORT OF CASE HAVING STONE IN OPPOSITE KIDNEY 


By P. G. Gamste, M. D., F. A.C.S., 
Greenville, Mississippi 


Congenital anomalies of the urinary system 
are a common cause of disease affecting these or- 
gans. The frequent occurrence and variety of 
such anomalies are not surprising in view of 
their complicated embryologic development, 
which will not be reviewed at this time. 

One of the most common congenital varia- 
tions of one or both kidneys is variation in size. 
They may range from total absence to great 
hypertrophy. Bilateral absence and extreme 
smallness have been reported, but are, of course 
incompatible with life. 

The usual classification of unilateral deficiency 
is (a) agenesis, meaning total absence, said to 
occur once in 1000 or 2000 autopsies; (b) apla- 
sia, referring to the most rudimentary, often 
microscopic, functionless kidney; (c) hypopla- 
sia or infantile kidney (also misnamed congenital 
atrophy) and (d) hyperplasia. 

Consideration is limited, in this discussion to 
the unilateral hypoplastic kidney. For the sur- 
geon it is the most treacherous anomaly of size, 
because of difficulty attending its recognition, 
yet it is little better than no kidney when re- 
quired to support life, unaided by its fellow. 

The hypoplastic kidney may be from three to 
six times smaller than the opposite kidney, which 
is nearly always larger than average size. Kidney 
parenchyma is present in sufficient amount to se- 
crete urine; often the kidney is normally devel- 
oped but of small size. The pelvis may be rela- 
tively large, but it is usually small, abnormally 
shaped, with calyces diminished in size and num- 
ber. The ureter is patulous with normal or sub- 
normal lumen. Ectopy and aberrant vessels may 
be associated. The small kidney is probably 
more subject to disease than one of normal de- 
velopment. 

There are degrees of hypoplasia, ranging 
downward in size to aplastic, functionless rudi- 
ments, the size of a pea or less, often with ab- 
sent or partially occluded ureter, but we wish 
to emphasize the equally important, less extreme 
degrees of underdevelopment, which secrete 


*Read in Section on Urology, Southern Medical Association, 
Twenty-Eighth Annual Meeting, San Antonio, Texas, November 
13-16, 1934. 
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Fig. 1 


C. W.—Hypoplastic left kidney with normal urine, but low 


function. Left kidney outline penciled. Right pyelo- 
gram localizes small stones and confirms diagnosis of 
pyelitis. One of the stones, imbedded in a minor 
calyx, is shown at A. 
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kidney” and in 1911 strongly emphasizes the im- 
portance of hypcplasia by recounting a case 
which died of uremia following nephrectomy of 
the opposite kidney. In 1911 Dorland collected 
123 cases of renal anomalies, 9.6 per cent of 
which were rudimentary kidneys, including in- 
stances of aplasia. 

In 1913, Geraghty and Plaggemeyer recog- 
nized the impertance of this class of hypoplastic 
kidney which secretes normal urine, and devoted 
a paper to the subject. 

They believe that instances of death following 
nephrectomy of the larger kidney are more 
numerous than the literature indicates. These 
authors give an account of seven cases. One 
died cf uremia, following ureteral stricture on the 
side of the large kidney. In three the condition 
was recognized clinically by the low function, 
and in two radiography was of assistance. In 
three instances the small kidney weighed 40 
grams. 

Braasch, in 1912, mentions five instances of 
“congenital atrophy” cccurring in a series of 
36 clinically important anomalies. One of the 
five was demonstrated clinically. 


urine which is qualitatively normal; yet such a 
kidney is incapable of sufficient hypertrophy to 
sustain life alone. 

The frequency of hypoplasia, sc far as we 
can learn, has never been accuartely estimated. 
Guiterrez (1933) combined several published se- 
ries and estimated that hypoplasia occurred once 
in 600 autopsies. The clinical incidence would 
be greater, yet a search of the literature in the 
English language shows that far less attention has 
been accorded the surgical and clinical signifi- 
cance of this condition, than has been bestowed 
upon the more striking but scarcely more im- 
portant, absence and agenesis. 

Unilateral hypoplasia is mentioned only briefly 
in the urologic textbooks available to us. The 
earliest reference we have found is that of Marks, 
1841, who at that time could find no earlier ref- 
erence. There are several early autopsy reports 
of hypoplasia, such as that of Hodge of Phila- 
delphia, 1860. The early anatomists recognized 
the condition. Brown, in 1898, mentions 18 per- 
sonal observations of considerable variation oc- 
curring in cadavers; one was extreme. McArthur 
(1901) reports nephrectomy of an infected “fetal 
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Fig. 2 


Pyelographic filling of the upper calyx of left bifid pelvis 


and ureter. Unless the attempt is made to demon- 
strate the lower portion of pelvis and its ureter this 
finding might lead to an erroneous diagnosis of hypo- 
plastic kidney. 
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Fig. 3 
Hypoplastic left kidney. The diminutive calyces, abnor- 
mal atrangement, and long narrow pelvis are typical. 


Fleischman and Anderson (1929), Aschner 
(1929), and Gutierrez in 1933, devote special at- 
tention to this type of anomaly and report cases. 


Albarron (1902) is said to be among the first 
to report death from uremia following the re- 
moval of the opposite kidney. Omitting refer- 
ences in foreign literature we have found four 
additional examples Aschner, 1; Morgan, 1; Mc- 
Arthur, 2). This should be compared with For- 
tune’s statement that in 1921 only 19 such deaths 
had been reported after removal of a solitary kid- 
ney. 

The diagnosis of hypoplastic or infantile kid- 
ney can usually be made. The urologist or sur- 
geon must avail himself of all the methods at his 
disposal for complete urological examination of 
every patient who is to have one of his kidneys 
removed, or is in danger of losing a kidney be- 
cause of disease. 

The clinical diagnosis is not always easy. 
There may be no symptoms present that would 
make one suspect an anomaly. The modern 
Toentgenogram should be of assistance in de- 
termining the size. If the shadow of one kidney 
— a defect should be suspected on the other 
side. 

Cystoscopy in conjunction with pyelography 
and the recognized standard functional tests will 
aid one materially in diagnosing this abnormal- 
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ity. The bladder as a rule will show nothing 
of significance unless some other pathological 
condition is coincident. The ureteral orifices in 
most cases appear normal; however, Braasch 
states that there may be some atrophic changes 
in the circular muscle around the ureteral ori- 
fice. 


The ureteral catheter serves as an excellent 
means of locating any obstruction and estimating 
the size of the ureteral lumen. 


Examination of the urine collected by ureteral 
catheterization of an infantile kidney may show 
no abnormality in the chemical or microscopic 
examination. In well marked hypoplasia the spe- 
cific gravity may be low. There may be a de- 
crease in the amount of urine excreted, but this 
could be due, in the absence of hypoplasia to re- 
flex inhibition resulting from instrumentation 
The amount is usually less than that from the 
opposite hyperplastic kidney unless that kid- 
ney is obstructed or seriously impaired by dis- 
ease. Renal function tests are of considerable 
value. 

The dye output from an infantile kidney is 
nearly always diminished in amount, while from 
the opposite kidney it may be increased. The 
first appearance of the dye from an infantile 


Hypoplastic right kidney, with mild hydronephrosis. The 
radiographic diagnosis in this case was strengthened by 
the demonstration of a very large left kidney shadow 
while the right was abnormally small. 
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kidney may be delayed, but is sometimes prompt 
It is never safe to assume from the prompt ap- 
pearance of color that a functionally adequate 
kidney is present. 

Pyelography serves as an excellent means of 
demenstrating this condition. The pyelogram 
will usually show a small normal or misshapen 
renal pelvis, calyces markedly diminished in 
size and number, often abnormally arranged. 
By repeated x-ray examination one should be 
able to outline the small infantile kidney. 


Unilateral renal atrophy resulting from dis- 
ease cannot always be differentiated. The his- 
tory of previous or long standing disease is sug- 
gestive, but the hypoplastic kidney is prone te 
disease and may afford a similar history. If 
seemingly normal urine is obtained from the side 
of the small kidney, atrophy due to disease is less 
probable. The distinction has no great clinica] 
importance for, in either case careful study gives 
warning that the kidney in question is function- 
ally subnormal. 


CASE REPORT 


Miss C., white, aged 16, was first seen in August, 
1933, complaining of severe pain in the right kidney 
region. The pain began in the region of the kidney 
and radiated down the ureter. She had chills and an 
elevation of temperature for several days. There was 
painful, frequent urination. She had been told that 
her urine contained many pus cells. The family history 
was negative. 

She had had the usual diseases of childhood, with 
three years previously a severe attack of tonsillitis, fol- 
lowed by painful, frequent urination. She was told 
that she had pyelitis, and up to August, 1933, she had 
recurrent symptoms of pyelitis. Two years before she 
had her appendix removed on account of abdominal 
pain, but she has had similar attacks since her appendec- 
tomy. 

Her physical examination resulted in negative find- 
ings except for the abdomen. There was soreness and 
tenderness over the right kidney and along the course 
of the ureter. A catheterized specimen of urine showed 
specific gravity 1.008, albumin a trace, sugar nega- 
tive; many epithelial cells, many pus cells and occasional 
red blood cells. 

Cystoscopic examination showed the mucosa of the 
bladder to be slightly swollen, the right ureteral orifice 
swollen and inflamed, left ureteral orifice normal. Cath- 
eters passed up both ureters without meeting an obstruc- 
tion. 

The x-ray examination of the urinary tract and pye- 
logram was reported as follows: 


“Preliminary film of the abdomen shows three or four 
opacities rather typical of renal stones situated in the 
lower half of the right kidney.” 

These were confirmed and localized by pyelographic 
injections. The right kidney pelvis showed distinct dila- 
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tation of the terminal calyces and irregular contraction 
of the pelvis, both strongly suggesting chronic pyelitis, 
The stones are located in the lower and middle calyces. 

The left kidney as outlined in the preliminary film 
and pyelogram is congenitally of very small size. 

Phenolsulphonphthalein given intravenously appeared 
on the right side in seven minutes; on the left side a 
faint trace appeared in twenty minutes. Microscopic 
examination of the urine showed many pus cells on the 
right side and a few pus cells on the left. Culture from 
each specimen showed colon bacilli on the right and 
was negative on the left. 

Pyelogram was made of both kidneys with the report 
that the left renal pelvis was much smaller than on the 
right. The amount of urine collected from the cathe- 
ters was much more on the right than on the left. 

One stone the size of a small bean was removed from 
a lower calyx and three or four small stones were lo- 
calized by radiography and removed. She made an un- 
eventful recovery and has remained free of urinary 
symptoms since her convalescence. 


Two additional cases have been diagnosed 
clinically within the past two years, but lack the 
proof of functional tests. 


One was a young woman having chronic 
pyelitis on the side of the small kidney. The 
other was a middle aged woman having a mild 
recent colon bacillus infection on the side of 
the larger kidney. The diagnosis of hyperplasia 
was made from the diminutive size of the kidney 
shadow in the x-ray films, and the abnormally 
small pelves as determined by pyelography. 

The following are important facts that should 
be considered with reference to unilateral hypo- 
plastic or infantile kidney. 

(1) It is a condition which has not received 
the attention its seriousness warrants. It prob- 
ably occurs as frequently, if not more often, than 
unilaterai absence, and its diagnosis may be easily 
missed. 

(2) Function of the infantile kidney shows 
some impairment as determined by dye tests, 
but still it is able to excrete normal urine. 

(3) The function of the opposite kidney in 
which disease is present is usually greater than 
that of the hypoplastic or infantile kidney. 

(4) Radiography and pyelography are aids 
in the diagnosis of this condition but should not 
be relied upon to the exclusion of functional 
tests. 

(5) The decision, before advising surgery of 
a diseased kidney, when the other is infantile in 
type, must be made very cautiously on account 
of the inability of the infantile kidney to hyper- 
trophy sufficiently to maintain life. 


| 
i 
| 
i 
| 
| 
| 
| 


Vol. 28 No. 10 


BIBLIOGRAPHY 


Aschner, P. W.: Uremia Following Nephrectomy: Congenital 
Hyperplasia of Remaining Kidney. Amer. Jour. Surg., 7: 
126-127, July, 1929. 
Bordram, E.: Congenital Kidney Malformations and Oligo- 
hydramnios. Acta Obst. Gyn., 11:134-158, 1930. 
. Beer, E.: Stone in Hypoplastic Malplaced Kidney. Amer. 
Jour. Surg.. 4:446, April, 1928. 
Braasch, W. F.: The Clinical Diagnosis of Congenital 
Anomaly in the Kidney and Ureter. Ann. Surg., 56:726-737, 
Nov., 1912. 

Brown, M.: Variations in Position and Development of the 
Kidneys. Jour. Anat. & Physiol., 28:194-208, 1893-94. 
. Collins, D. C.: Congenital Unilateral Renal Agenesia. Ann. 

Surg., 95:715-726. May, 1932. 

Councilman, W. T.: Specimen Showing Congenital Smallness 
f the Right Kidney with Enormous Hypertrophy of the 
Left Kidney. Md. Med. Jour., 122:462-463. April 11, 1885 
Dorland, W. A. N.: A Consideration of Renal Anomalies. 
Surg., Gyn. & Obst., 128:303-319, Sept., 1911. 

Davis. J. E.: The Surgical Pathology of Ma'formations in 
the Kidneys and Ureters. Jour. Urol., 20:155-183. Aug., 
1928. 

Eisendrath, D. N.: Congenital Solitary Kidney. Ann, Surg., 
79:205-228, Feb.. 1924. 

Fleischman. A. G.: and Andersen. \V. Infintile Kidney. 
J.A.M.A., 93:12-15, July 6, 1929, 
. Fortune, C. H.: The Pathological and Clinical Significance 

f Congenital One-Sided Kidney Defect, Etc. Ann, Int. 

1377-399, 1927 
y. J. T.; and Plaggemeyer. H. W.: The Practical 

Importance of Infantile Kidney Renal Diagnosis. 
J.A.M.A., @1:2224-2228, Dec. 20, 1913. 

Goldstein, A. E.: Congenital Absence of One Kidney: 
view of the Literature and Report of Two Cases. Sou. Med. 
Jour., 18:750-757, Oct., 1925. (Kretschmer: Folsom, dis- 
cussing.) 

Gutierrez, R.: Surgical Aspects of Renal Agenesis with Spe- 
cial Reference to Hypoplastic Kidney, Renal Ap'‘asia and 
Congenit?l Absence of One Kidney. Arch. Sure. 27 :686- 
735, 1933. 


Hennessey, R. A.: Congenital Solitary Kidney. Jour. Urol., 
21:193-204, Feb., 1929, and Corbus, B. C., discussing, p. 
245 


7. Hodge, Lenox: Kidneys of Different Size. Proc. Path. Soc., 
Philadelphia, 1:201, 1860. 
Jameson, C. H.: Arch. Surg., 9:113-114, July, 1924. 
Isaacs, C. E.: An Account of a Case of Congenital Defi- 
ciency of the Left Kidney. N. Y. Jour. Med., 5:218, Sept., 
1858. 
Kaufman, L. R.: Congenital Atrophy of the Kidney. Urol. 
& Cutan. Rev., 2@:283-285, May. 1922. 
Krotoszyner, M.: Observations on Anomalies of the Urinary 
Tract. Ann. Surg., @8:560-572, May. 1917. 
Magoun, J. A. H.: Renal Anomalies: Case Reports. Jour. 
Uro'., 27:435-463, April, 1932. 
i ». R.: and Stewart. J. W.: Unusual Renal Anoma- 
New Eng. Jour. Med., 205:1282-1285, Dec. 31, 
1931. 
McArthur, L. L.: Adult Kidney of Fetal Type. Ann. Surg., 
34:203-205. May, 1901. 
. McArthur, L. L.: Surg., Gyn. & Obst.. 12:391-392, April, 
1911 


Marks: Malformations of Kidney. Dublin Med. Press, 5: 
209, April 7, 1841. 

MacKenzie. D. W.; and Hawthorne, A. B.: Unilateral Renal 
Aplasia. Surg., Gyn. & Obst., 46:42-51, Jan., 1928. 
McDonald, A. L.: The Practical Importance of Common 
Renal Anomalies. Amer. Jour. Dermatol. & Genito-Urinary 
Dis.. 1%:417-423, Aug., 1911. 

. Niven, R.: Note on a Case of Congenital Atrophy of the 
Right Kidney. Lancet, 2:1731, Dec. 21, 1901. 

Papin. E.; and Eisendrath, D. N.: Classification of Renal 

- Ureteral Anomalies. Ann. Surg., 85:735-756, May, 
1927, 

Pemberton: Imperfect Development of One Kidnev, Etc. 
Prov. Med. & Surg. Jour., 18 and 14:236 1849-50. 
Peterman, 3.: Congenital Absence of Sp'teen and Left 
Kidney. A.M.A.. 99:1252, Oct. 8, 1932. 

. Pearlman, S. J.: Congenital Absence of the Kidney. Amer. 
Jour. Surg., 7:836-839, Dec., 1929. 

- Nichols, B. H.: Some Anomalies of the Kidney. Amer. Jour. 
Roentgenol., 12:431-438, Nov., 1924. 

Rake Convenital Sma'Iness of Teft K'dney:  Noe- 
phritis: Sudden Death from Edema of Lungs. Trans. Path. 
Soc.,- Londen, 37:286, 1886. 

Strawn, J. C.; Chislett. H.; and Eisendrath, D. N.: Anuria 
Relieved by Ureteral Catheterization in a Case of Renal 
Hypoplasia. J.A.M.A., $4:1334-1335, May 2, 1925. 

Sharma. A Congenital Solitary Kidney. Lancet, July 
13, 1920, 


SOUTHERN MEDICAL JOURNAL 


CARDIOSPASM* 


By Ricumonp McKinney, M.D., 
Memphis, Tennessee 


A pathological phenomenon that is still little 
understoed has been of no small interest to me 
for a number of years. I had no realization of 
the prevalence of cardiospasm until I became 
particularly interested in it. 

The name is derived from its location at the 
cardiac end of the esophagus, and because the 
apparent contraction of the esophagus at the 
cardia has been regarded as spasmodic in nature. 
To that pioneer and experienced broncho- 
esophagoscopist, Chevalier Jackson, however, 
this term anatomically is a misnomer, for Jack- 
son claims that the spasm may occur in other 
portions of the esophagus than the lower end, 
that cardicspasm does in fact involve only in- 
frequently the cardiac end, and that a better 
term for the condition would be esophagismus, 
described, according to the location of the 
spasm, as abdominal, hiatal or cardial esophagis- 
mus. According to Jackson this esophagismus 
most frequently begins and is found at the hiatus 
of the diaphragm, involving that portion of the 
esophagus passing through and just below the 
diaphragm, some two or more centimeters above 
the cardia. Be that as it may, cardiospasm is 
the accepted term for this condition, and I must 
confess that I am unable to draw a distinction 
locating it elsewhere. 


I have never seen a case presenting the char- 
acteristics of cardiospasm which was not located 
at the cardiac end of the esophagus, although I 
have had several non-malignant strictures, fibrous 
in nature, higher up in the esophagus. In 1915, 
I presented a candidate's thesis to the Ameri- 
can Laryngological, Rhinological and Otological 
Society, wherein were reported and discussed at 
length two cases of stenosis cf the upper end of 
the esophagus, which were clearly inflammatory 
in origin and fibrous in nature.’ Recently I 
have had a case lower down in the esophagus 
which evidently was of this same nature, and 
which shall be described in detail later on in 
this article. 

The assumption that cardiospasm is spas- 
modic, due to a nervous reflex, has been held 
for a number of years, due largely to the fact 
that no better explanation of the cause of this 

*Read in Clinical Session, Texas Ophthalmological and Oto- 
laryngological Society, meeting conjointly with Southern Medical 


Association, Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 135 16, 1934. 
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condition had been advanced, but there always 
has been considerable doubt as to whether this 
is a sufficient explanation, although unquestion- 
ably a neuropathological element may be found 
in many of these cases. 


Anatomists rather generally fail to admit that 
there is a sphincter at the cardiac end of the 
esophagus, but clinical experience leads us to 
believe that there is a weak sphincter there, 
about an inch in length. Mosher,? who has 
done a great deal of anatomical and physiologi- 
cal investigation of the esophagus, from a histo- 
logical study of fourteen specimens, ranging from 
birth to 61 years of age, says no anatomic 
sphincter could be found at the cardiac end of 
the esophagus. However, regardless of the pres- 
ence or absence of such a sphincter, the muscu- 
lature of the lower end of the esophagus has a 
weak sphincteric action. Unquestionably there 
is a sphincter-like contraction at the lower end 
of the esophagus, and although this is not 
marked, its presence can be determined by flu- 
oroscopic and esophagoscopic study. 

In a paper read before the New York Acad- 
emy of Medicine May 17, 1933, Arthur F. 
Hurst,® of England, said that investigation of a 
case in 1913 led him to reject a theory of 
Mikulicz, advanced in 1888, that cardiospasm 
was due to spasm of the cardiac sphincter. He 
found that a rubber tube filled with mercury 
dropped into the stomach without meeting any 
appreciable resistance in its passage through the 
cardia, and could be drawn out with equal ease, 
which was quite different from the firm resist- 
ance offered to an examining finger by a spas- 
modic anal sphincter. He states, furthermore, 
that the cardiac sphincter has never been found 
to be hypertrophied after death. It seemed to 
Hurst that it was more probable that the ob- 
struction producing cardiospasm was caused by 
absence cf relaxation of the sphincter, which 
normally occurs in the act of swallowing. For 
this absence of relaxation of the cardiac sphinc- 
ter the term “achalasia,” a Greek word denoting 
absence of relaxation, was invented. This expla- 
nation of the cause of so-called cardiospasm, ac- 
cording to Hurst, was anticipated by Max Ein- 
horn in 1888, and, remarkable to relate, by 
Thomas Willis in 1672. 


The pathological findings in a case of cardio- 
spasm or achalasia, as I agree with Hurst it 
should be called, are borne out in a case of this 
kind of a number of years’ standing in a negro 
woman, about forty years of age, seen in my 
service at the Memphis General Hospital about 
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five years ago, who came to autopsy through an 
intercurrent ailment. In her case it was clearly 
demonstrated that there was no hypertrophy of 
the cardiac sphincter, but the pouching of the 
esophagus remained marked after death, the 
cardiac end offering resistance to the passage 
of the finger. Even after death there was ab- 
sence of relaxation. It is unusual for cases of 
cardiospasm to come to autopsy, and those that 
do should have very careful histological study. 

Hurst,* in his early studies of this condition, 
was inclined to believe that it was the result of 
some organic change involving the neuromuscu- 
lar control of the sphincter, and that this was 
true was demonstrated by Rake, Cameron, 
Mosher, McGregor and Beattie, Rake having 
first shown, with the aid of Professor Adrian 
Stokes, that in this condition there existed a 
round-cell infiltration of Auerbach’s plexus at 
the lower end of the esophagus. 


That there is a rather definite neuropatholog- 
ical element appears to be borne out by the his- 
tory of many of these cases. I have had several 
cases in which this element played no minor 
role. For instance, in the case of a woman liv- 
ing in the rural section, eighty or ninety miles 
from Memphis, dilatation of a cardiospasm of 
many years’ standing brought about marked tem- 
porary relief, but she was not entirely relieved 
until she underwent a hysterectomy, and from 
that time on she had no further trouble with 
the achalasia. 

Another pertinent case was that of a young woman 
seen by me first in the charity service of the Baptist 
Hospital in Memphis about eight years ago, which was 
dilated, with complete relief. A year or two later the 
patient was married. With her first pregnancy her 
achalasia returned. After the termination of this preg- 
nancy she had less difficulty with the esophageal 
stenosis, but recently when she again became pregnant 
this returned in a form worse than before, and she came 
to Memphis for me to treat her. Fluoroscopy showed 
only a trickle of the barium through the stenosis, even 
when barium milk was taken in large quantities. Sub- 
sequent dilatation brought relief, but I expect her to 
continue to have more or less difficulty until she is re- 
lieved of the neurological manifestations which usually 
accompany pregnancy. 

The diagnosis of cardiospasm should not be 
at all difficult in the average case. I have found 
that it is necessary only to differentiate it from 
cancer of the esophagus, and also a rather un- 
common condition of fibrosis. In cardiospasm 
we find that the difficulty in deglutition begins 
usually at a much earlier time of life than does 
cancer. In fact, most of the cases that I have 
seen have begun at adolescence, or young adult 
life, with the history of having gone on for 4 
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good many years. The shortest time I can re- 
call when the symptoms began in any of my 
cases has been in the case cf a young married 
woman who had been regurgitating her food over 
a period of three years before she was seen by 
an internist, who referred her to me. Cancer, 
on the other hand, is found at a much later time 
of life, and I have never had a case of cancer 
of the esophagus under my observation in which 
the age was lower than fifty years. Further- 
more, the progress of cancer of the esophagus is 
extremely rapid as compared with cardiospasm, 
and it is rather unusual to see a case of cancer 
of the esophagus that has been going on for a 
few months where there was not rapid loss of 
weight and cachexia. Neither condition is ac- 
companied by much or any pain, but beginning 
esophageal obstruction in any patient of the can- 
cerous age should immediately arouse suspicion 
of malignancy. Fibrosis usually is found at 
middle age or over, but does not cause a rapid 
loss of weight, and is easily diagnosed by the 
use of the esophagoscope and fluoroscopy. The 


use of the fluoroscope with barium milk is to me 
the most valuable diagnostic measure, for the 
two conditions, cardiospasm and cancer, show 
entirely different outlines, and there is very lit- 
tle danger of confusing the funnel-shaped picture 
of cardiospasm with the abrupt outline of the 


infiltrated area in cancer. The esophagoscope in 
the hands of one skilled in its use is a valuable 
diagnostic agent, and with it a clear view of 
the strictured area may be obtained. In cardio- 
spasm, as the end of the ‘scope approaches the 
constriction, there is a tendency for this to yield 
with pressure when the end of the ’scope is held 
against it, and as the instrument passes on down 
it is observed that there is no evidence of the 
infiltration which is seen in cancer, and which 
may be evidenced by malignant tissue buds in 
the esophagus. When the stricture is malignant 
it does not yield to pressure, bleeds readily, and 
should be approached with the utmost circum- 
spection, for fear of making a false passage 
through the esophageal wall. On the other hand, 
even though the barium milk does not pass 
through the cardiospasm at first, when the level 
of the fluid arises to as much as eight inches 
comes relaxation and passage of the solution. 


The treatment of cardiospasm consists of dila- 
tation. Hurst, whom I have already quoted, 
uses large rubber tubes filled with mercury, 
which he claims is a quite satisfactory method 
of treating this condition. Chevalier Jackson 
and others advocate the use of a mechanical 
dilator applied through the esophagoscope. Va- 


SOUTHERN MEDICAL JOURNAL 


893 


rious kinds of dilators have been devised for the 
treatment of this condition, most of these rely- 
ing upon the pressure obtained by the regular 
flow of water into a rubber bag, which is intro- 
duced by means of a flexible stem to the point 
of constriction, or by the inflation of this bag 
with air. 

My own choice is the pneumatic bag, and 
preferably one devised by Mosher. With this 
bag, which has stripes of barium cemented to 
it that enable the operator to watch its expansion 
under the fluoroscope, I have had very satisfac- 
tory results. What I like about it especially is 
that I can feel the amount of pressure by means 
of the bulb through which the air is forced into 
the bag, and I have this pressure immediately 
under control, a very important consideration in 
applying a treatment that is not devoid of dan- 
ger. If the patient complains of much pain as 
pressure is applied, it can be reduced at once 
and brought up again with two or three contrac- 
tions of the bulb. I have never had a case in 
which it was necessary for the patient to swallow 
a string in order to trace a passage through the 
tortuous channel of the esophageal constriction, 
for I find that as the metal end of the dilator 
goes down, slight pressure on this by means of 
the introducing stem will carry it on past the 
constriction. I usually pass the end of the di- 
lator into the stomach, inflate the bag some- 
what, pull it upward until it encounters firm 
resistance, let out sufficient air to pull the bag 
further upward, then dilate it again, and leave it 
in position for several minutes. Then again the 
bag is moved upward by a similar process and, 
after dilation is complete, the aircock is opened, 
letting the air flow out, and the bag is removed. 
Needless to say, this is all done without anes- 
thesia of any kind. 


The number of times this procedure is neces- 
sary depends upon the individual case. I have 
succeeded in bringing about relief by one or 
two dilatations, and in other cases it has required 
several. It is extraordinary how quickly some 
patients respond to this treatment, and I have 
had cases in which gain in weight after one treat- 
ment was reported. Some patients necessarily 
will have to return later for further dilatations, 
but some of the worst cases that I have had ap- 
parently have required the least treatment. One 
must not expect to have anatomical restoration 
to the esophagus in cases of long standing, for 
there is dilatation with relaxation of the esopha- 
geal wall where tone is never fully recovered. 


If one looks at one of these cases through the 
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fluoroscope some time after an apparent cure 
has been obtained and finds from the trickle of 
barium that hangs to the walls of the pouch 
that there is still dilatation, it should occasion 
no disappointment. If food is going down reg- 


Fig. 1 
Enormous dilatation of the esophagus in a case of cardio- 
spasm of about fifteen years’ duration. 


Fig. 2 
Same case after dilatation, showing barium milk passing 
rapidly through the esophagus. 
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ularly through the cardiac end of the esophagus 
without backing up and producing the symptoms 
of discomfort that brought the patient to the 
physician originally, a clinical cure has been 
obtained. 


One of the worst cases that I have had, in which 
most remarkable results were obtained, was that of a 
man aged 30, living in Natchez, Mississippi, who con- 
sulted me in February, 1933, with the history of having 
begun to have difficulty in deglutition about fourteen 
or fifteen years previously. Sometimes he could not 
swallow during a meal, and frequently he vomited after 
eating. Since an attack of influenza the previous No- 
vember, swallowing had been much more difficult, and 
he had about a degree of fever all of the time. Owing 
to the great loss of weight and the presence of fever, 
he was admitted to the State Tuberculosis Sanatorium 
for observation, but after examination, no clinical evi- 
dence of pulmonary tuberculosis being found, he was 
discharged. At this time his weight was 117 pounds. A 
diagnosis of cardiospasm was made from x-ray films 
made at the sanatorium, and his family physician ad- 
vised him to consult me for treatment. 

Under the fluoroscope an enormous dilatation of the 
esophagus was seen. He was then put into the Baptist 
Hospital and given at intervals dilatations by means of 
a Mosher cardiospasm dilator. On March 27, about a 
month after treatment was begun, this having in the 
course of about ten days consisted of three dilatations, 
he weighed 135 pounds. On December 17 of that year, 
he passed through Memphis en route to his home in 
Tupelo, Mississippi, to spend the Christmas holidays, 
and stated that he then weighed 152 pounds, had not 


Fig. 3 
Cardiospasm of three years’ duration before dilatation, with 
apparent relief after dilatation was practiced. 
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Fig. 4 
Fibrosis of the esophagus of ten or eleven years’ standing 
in a woman sixty-five years of age. This might be 
confused with cardiospasm, but an esophagoscopy con- 
firmed the diagnosis. 


had any fever in some time, felt well and was swallow- 
ing with practically no difficulty. On his way back to 
Natchez, after the holidays, he stopped in Memphis and 
I gave him two more dilatations, which really were not 
necessary, so far as his condition was concerned. 

In August of this year, in answer to a letter of in- 
quiry from me, his wife replied that he was away at an 
R.O.T.C. in Alabama for two weeks, and she wrote: 
“You know to be able to attend camp he has to be 
able to stand a rigid physical examination. His weight 
is about the same as when you last saw him. If any- 
thing, he has gained several pounds, and he has no trou- 
ble in swallowing.” The fever in this case of course 
was from absorption, and when the obstruction to deg- 
lutition was removed, this naturally disappeared (Figs. 
1 and 2). 

Another patient, a married woman, 38 years of age, 
living in Dresden, Tennessee, was referred to me with 
the history of having had difficulty in swallowing for 
about two and a half years. Food passed into the 
stomach, but usually was regurgitated. She was op- 
erated upon three years before for the removal of some 
ovarian tissue, according to the statement given me. 
Before that she had weighed 150 pounds, but she now 
weighed only 106. After one dilatation this patient re- 
ported great improvement, and said that the night after 
the dilatation she ate beefsteak without difficulty, 
which she had not done sin-e her trouble began. An- 
other dilatation, increasing the size. was given, and a 
subsequent fluoroscopy showed that barium solution 
passed freely into the stomach. August 17, at my re- 
quest, this patient returned for further dilatation, al- 
though che reported that she was doing very satisfac- 
torily. Two dilatations were given her and she was 
asked to report if the trouble again returned. Not 
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having heard from her, I assume that she is entirely 
relieved (Fig. 3). 

A case of fibrosis occurred in a woman 65 years of 
age, from Searcy, Arkansas. For ten or eleven years 
she had been having difficulty in swallowing. This 
came and went, and at times she swallowed almost any- 
thing that she desired. She began to grow worse about 
January 1, and sometimes deglutition was exceedingly 
difficult. She weighed 79 pounds, and for the previous 
two years had not gone over 100 pounds, although she 
formerly weighed 125 or 130 pounds. There was no 
pain. Fluoroscopy showed what I first thought to be 
a cardiospasm, with a moderately dilated esophagus, 
the dilatation being rather high and above the dia- 
phragm. Barium solution went through slowly. I 
found on esophagoscopy a very resistant stricture, be- 
ginning just above the fifth rib, and extending down- 
ward about three inches. This was unyielding, and 
even after taking atropine in large doses, which usually 
causes relaxation of a cardiospasm, the stricture was 
passed with great difficulty. However, I finally suc- 
ceeded in passing large Jackson linen bougies, with 
which I obtained considerable dilatation of the stric- 
ture, and on fluoroscopy found barium solution passing 
quite freely. Both members of the x-ray department 
of the Baptist Hospital and I regarded this case as of 
fibrous nature, probably due to a simple inflammation. 
It may have begun with an esophagismus, and un- 
doubtedly there had been a fibrous thickening of the 
walls of the esophagus, which is not found in a true 
cardiospasm (Fig. 4). 

899 Madison Avenue 
REFERENCES 

McKinney, Richmond: Simple Inflammatory Stenosis of the 
Esophagus. Laryngoscope, 25:354-360, 1915. 

Mosher, H. P.; and McGregor. G. W.: A Study of the 
Lower End of the Esophagus. Transactions of the 34th An- 
nual Meeting of the American Laryngological, Rhinological 
and Otological Society, pp. 224-230. 1928. 


Hurst, A. F.: Some Disorders of the Esophagus. 
102 :582-587, 1933. 


J.A.M.A., 


XANTHOMA DIABETICORUM* 


By Tuompson, M.D., 
Little Rock, Arkansas, 
EUGENE STEVENSON, M.D.., 
and 
Frep Krock, M.D., F.A.CS., 
Fort Smith, Arkansas 


Not only is xanthoma diabeticorum of suf- 
ficient rarity to justify the reporting of an addi- 


tional case, but it is of considerable interest 
from the standpoint of throwing additional light 
upon the disturbed metabolism associated with 
diabetes mellitus. Ordinarily the latter is thought 
of only in terms of an altered carbohydrate me- 
tabolism, but recent work seems, however, to 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Eighth Annual Meeting, San An- 
tonio, Texas. November 13-16, 1934. 
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had noticed suddenly difficulty in breath- 
ing, general discomfort, and had been un- 
able to sleep. The condition had grown 
progressively worse. The mother volun- 
teered the information that the boy had 
been losing weight for some time in spite 
of the ingestion of five to six quarts of 
milk daily, and had been broken out with 
a “heat rash” for the past ten days. 

Examination revealed a well developed, 
fairly well nourished boy of seventeen, 
who was sitting up in bed struggling for 
breath, without apparently any obstruc- 
tion of his airways. He was conscious, 
but answered questions slowly. 

The most striking thing about the pa- 


tient was the skin eruption which con- 


Fig. 1 sisted of papules and small nodules sym- 
Posterior view showing multiplicity of lesions. Note excoriations and flexor metrically disseminated over the face, 
predilection. trunk, arms and legs. The lesions va- 


indicate that, under some conditions at least, 
fats and proteins are also involved. 


Xanthoma diabeticorum was first reported in 
1848 by Addison and Gull. Their description 
is so vivid and realistic that up to the present 
time no one has improved upon it, and anyone 
once having read it, can make the diagnosis 
upon seeing his first case. It is, therefore, 
worth quoting: 


“At this time an eruption suddenly appeared upon 
the arms, apparently of a lichenous character. In the 
course of ten days it had extended over the arms, legs, 
trunk, both anteriorly and posteriorly, also over the face 
and into the hair; it consisted of scattered tubercles 
of various sizes, being as large as a small pea, with 
shining colorless papules. They were most numerous on 
the outside and back of the forearms, and especially 
about the elbows and knees where they were confluent. 
Along the inner side of the arm and thighs they were 
sparingly present, and entirely absent from the flexure 
of the larger joints. Some looked as if they were be- 
ginning to suppurate and were not unlike the ordinary 
molluscum, but when incised with a lancet were found 
to consist of firm tissue, which, on pressure, gave out 
no fluid except blood. They were of a yellowish color, 
mottled with a deep rose tint and with small capillary 
veins here and there, ramifying over 
them. They were accompanied with a 
moderate degree of irritation, hence the 
apices of many were rubbed and _in- 
flamed.” 


CASE REPORT 


Two of us (Drs. E. S. and F. K.) were 
called to see the patient at his home at 
4:00 a. m. on August 29, 1933. A history 
was difficult to obtain because of the 
mental confusion of the patient and the 
inability of the parents to describe the 
onset and symptoms. He was seventeen 


ried in size from pinhead to 6 mm. 
in diameter and were raised, shiny, globoid, waxy, 
and gave the appearance of containing pus, so 
much so that several were incised in order to obtain a 
smear, but nothing could be expressed except blood. 
The centers and summits of the lesions were yellow in 
color while the bases were red and semi-hemorrhagic 
in appearance. The lesions were symmetrically dis- 
tributed and were larger and more numerous on the 
buttocks and legs, especially anteriorly for 20 cm. 
above and below the knees. While closely arranged, 
there was no tendency to grouping, except that the 
flexor aspects of the joints were spared at the expense 
of the extensor surfaces. The lesions on the face and 
trunk were pinhead to a half split pea in size, and 
slightly acuminate. The lesions on the arms were split 
pea in size. There was no violaceous color and no 
evidence of hypertrophic appearance. The legs showed 
numerous excoriations from scratching and many of 
the tops of lesions were replaced by blood clots and re- 
cent abrasions. 

The temperature was 100°; pulse 140; blood pressure 
100/60. The mouth showed ulceration of the gums 
characteristic of Vincent's infection. 

The lungs were clear to percussion and auscultation. 
The heart was seen to be extremely overactive with 4 
visible heave of the anterior chest wall with each con- 
traction. The apex impulse was visible in the anterior 
axil'ary line, 14 cm. from the mid-sternal line. There 


years old and had been apparently in 
good health, not having consulted a phy- 
sician in the past year and a half. He 


Fig. 2 
Distribution of lesions over lower extremities. 
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sulin subcutaneously immediately, and 
this dosage was repeated every hour. Two 
thousand c. c. of normal saline were 
given by hypodermoclysis. Epinephrine 
and caffeine sodium benzoate were also 
given. The patient failed to show im- 
provement and died at 2:00 p. m. Per- 
mission for necropsy was refused. One 
lesion was excised for microscopic study. 

Pathological Appearance —Changes in 
all the layers of the skin were noted, be- 
ginning with a hyperkeratosis on the sur- 
face and extending to an increase in 
fibrous tissue and thickening of the co- 
rium. In the latter there were deposits 


Close-up view of knee. Note raised lesions. 
was apparently marked cardiac enlargement both to the 
right and left. The heart sounds were loud, clear; the 
thythm rapid but normal. No murmurs were heard. 
No abnormalities were noted on abdominal examination. 
There was a non-indurated ulcer 2 x 2.5 cm. in diame- 
ter on the prepuce of the penis, and a marked balanitis 
was present. 

A working diagnosis of toxic myocarditis, probably 
due to septicemia, with multiple foci in teeth and skin, 
was made and hospitalization advised, which was re- 
fused. The patient was given a quarter of a grain of 
morphine, after which he became quiet and fairly com- 
fortable. 

The patient was seen again at 9:00 a. m., at which 
time he was in definite coma. A strong acetone odor 
to the breath gave the first clue to the diagnosis. 
Catheterization was done and blood taken for examina- 
tion. 

Urinalysis showed specific gravity 1.026; acid, heavy 
cloud of albumin; sugar 1.25 per cent; acetone four 
plus; diacetic equivocal; many granular casts. 

The blood when drawn clotted quickly and presented 
a most unusual appearance. The clot, which was dark 
red, separated and appeared to be floating in thick yel- 
low cream. The technician attributed this to unclean 
glassware and drew a second set of samples with a like 
result. Microscopically myriads of fat 


of non-staining material without encapsu- 
lation. A few giant cells were present, 
and a round cell infiltration was evident 
around some of the deposits. 

Incidence —Maijor, in 1924, was able to col- 
lect 74 cases from the literature and added 3 
of his own. Goldstein and Harris, in 1927, 
added 11 new cases. Since this time we have 
been able to find records of 11 other cases. The 
condition is regarded as a rarity by the derma- 
tclogist, but is seen with considerable fre- 
quency in diabetic clinics, Joslin reporting 6 
cases among 6,000 diabetics in 1928, although 
under the impression that it occurred five times 
more frequently. Nicholson noted 2 cases 
among 600 diabetics. Most of the available case 
reports are limited to a description of the skin 
lesions, and are incomplete from the standpoint 
of laboratory data. The disease chiefly affects 
young male adults, as 90 per cent of the re- 
ported cases have occurred in males with 87 per 
cent distributed between the ages of 20 and 45 
years. Wirsing has reported one case at 2 years 
of age. 


Sym piomatology.—The lesions usually ap- 
pear suddenly in a patient with a pre-existing 


globules could be demonstrated in the 
serum. 

Erythrocytes were 4,110,000 per cu. 
mm.; hemoglobin 84 per cent; leukocytes 
21,500. Differential showed polymorpho- 
nuclear neutrophils 62 per cent; large 
monocytes 4 per cent; lymphocytes 34 
per cent; Schilling left shift 37. The 
Wassermann was anticomplimentary. A 
Kahn test was attempted, but the serum 
was too dense for reading. Culture was 
negative. 


Blood chemical examination showed 
Sugar 333 mg.; nonprotein nitrogen 122 


mg.; urea 61 mg.; creatinine 3.3 mg.; 
total fat (serum) 10 per cent; cholesterol 
530 mg. 


The patient was given 40 units of in- 


Fig. 4 


Anterior view of knee showing raised discrete lesions and excoriations. 
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diabetes mellitus which may or may not have 
been recognized, and are usually accompanied 
by intense itching. Otherwise there are no spe- 
cific symptoms associated with the dermatosis. 
The distribution of the lesions, size, form and 
appearance are so well described in Addison and 
Gull’s monograph which has been previously 
quoted as to obviate the necessity for repeti- 
tion. 

Diagnosis.—The lesions are so characteristic 
that no difficulty is experienced in recognizing 
the condition if one has ever seen or read the 
description of a typical case. Glycosuria and 
hyperglycemia confirm the clinical impression. 
Other forms of xanthoma do not present this 
combination of clinical and laboratory finding. 

Xanthoma diabeticorum is chiefly to be dif- 
ferentiated from xanthoma multiplex. The latter 
is characterized by slower development, more 
permanent, but softer lesions, striae and patches. 
Clinically there is the marked and distinct yel- 
low color, absence of glycosuria and subjective 
symptoms with occasionally jaundice to help 
differentiate the two. In xanthelasma the soft, 
vellow, chamois-like areas are found chiefly 
around the eyelids in adults in middle life. Other 
conditions to be excluded are parapsoriasis, sec- 
ondary lues, and lichen planus. Parapsoriasis 
lichenoide is characterized by a reddish yellow 
or dark colored flat-topped scale-covered papule. 
The lesions spread slowly and are found on the 
flexor as well as the extensor surfaces of the 
extremities. With secondary papular lues, there 
is a history of a primary lesion, symptoms of 
lues, indurated symmetrical reddish brown pap- 
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ules, presence of mucous patches and _ positive 
serum tests. Lichen planus shows shiny, flat 
top, angular, pinhead size, umbilicated papules 
with the color varying from crimson to a pur- 
plish or reddish color and a tendency to become 
hypertrophic. Lesions may also be present in- 
side the mouth. 

Blood Chemistry.—Seventeen cases have been 
collected from the literature in which blood 
cholesterol readings have been recorded, and are 
summarized in Table 1. Two cases showed a 
lower cholesterol reading than normal, and in 
one case, a maximum of 5,900 mg. was ob- 
tained. The averdye of the group is 662 mg. 
if the abnormally high reading of 5,900 mg. be 
excluded. The average blood sugar reading was 
307 mg. A lipemia was generally present and 
reached a maximum of 10 per cent in those cases 
in which a quantitative analysis was made. The 
majority of the cases showed an acidosis where 
examination for acetone bodies was carried out. 

Etiology.—The commonly accepted theory is 
that this condition is due in diabetes to a patho- 
logical metabolism of cholesterol, due to liver 
disturbance, with resultant hypercholesteremia, 
and a deposition of the excess in the skin. How- 
ever, in certain other conditions, as in obstruc- 
tive jaundice in which the highest blood choles- 
terol readings on record are attained, no such 
depcsition occurs. A number of cases of xantho- 
matosis and xanthoma diabeticorum have been 
reported in which the blood cholesterol readings 
have been normal. Furthermore, Wile, Eck- 
stein, and Curtis have shown by the chemical 
analysis of lesions that the papules do not even 


Table 1 


Author Year Age Sex 
Engman, Weiss 1923 23 Male 
Mook, Weiss 1923 ; 29 Male 
Nicholson 1923 
Majors 1 1924 43 Mate 

2 25 Male 

3 26 Male 

4 33 Male 
Lough. Killian 1924 21 Male 
McDonzgh 1925 41 Male 
Goldstein Harris 1927 31 Male 
Leroy 1927 32 Male 
Elm:r, Scheps 1927 30 Male 
Wie 1929 42 Male 
Rolli 1931 37 Male 
Templeton, Cheuret 1931 26 Male 
Jacobi 1932 45 Male 


Thompson. Stevenson, Krock 1933 17 Male 


RECORDED BLOOD CHOLESTEROL VALUES 


— Sugar Acidosis | Lipemia Result 

1800 305 yes 4.5 Improved 
780 278 yes yes Improved 

1260 2 
432 yes yes Died in 3 hours 
632 293 yes yes Improved 
533 333 Improved 
386 278 yes yes Improved 
1072 502 yes 9.2 Improved 

Increased 281 = yes Improved 
165 to 306 430 yes : Improved 
325 350 sites Improved 
195 242 Improved 
403 : yes Improved 

5900 250 Improved 
769 264 yes 7.9 Improved 
645 158 Improved 
530 333 yes 10 


Died in 8 hours 
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Low power view of section from lesion. Note fatty deposits 
and round cell infiltration. 


have the cholestercl content of normal epithe- 
lium, and they concluded that the high choles- 
terol content of the blood in the lipemia of dia- 
betes is merely an index of the disordered fat 
metabolism rather than the cause of the erup- 
tion per se. In the case reported by Goldstein 
and Harris, the blcod cholesterol rose from 160 
to 305 mg. as involution of the lesions took place, 
apparently indicating a hypercholesteremia due 
to absorption from the deposits. 


On the other hand, Joslin has recently re- 
ported that the incidence cf arteriosclerosis (or- 
dinarily considered to be due in part to a depo- 
sition of cholesterol in the arterial walls) is fif- 
teen times higher in diabetics with a blood chol- 
esterol exceeding 300 mg. It has also been as- 
certained that a higher level of blood lipids ex- 
ists in cases of diabetes with acidosis than in 
those without acidosis. The majority of cases 
of xanthoma diabeticorum have shown ketonu- 
ria. In the case published by Lough and Kil- 
lian, a curve drawn for the carbon dioxide com- 
bining power of the blood almost exactly paral- 
lels the curve for the blood cholesterol, and as 
the former rises to normal the latter rapidly 
falls and the lesions involute. It may, therefore, 
be said that acidosis probably plays an impor- 
tant role in the etiology of xanthoma diabetico- 
rum, 


Bloor has demonstrated that a deposition of 
cholesterol and its esters does not require a high 
blood cholesterol, but rather depends upon the 
ability of the blocd to keep in solution a sub- 
stance which under normal conditions probably 
1S In a state of supersaturation. It has com- 
monly been observed in chemical analyses of 
blood serum for total fat that scmetimes higher 
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readings are obtained where the serum is grossly 
clear than where it is milky. Also under certain 
conditions a leakage of fatty compounds may 
take place into the tissues due to alteration of 
tension and stretching which would account for 
the predilection of the lesions for the extensor 
surfaces of joints rather than the flexor. Trauma 
also probably plays a part in the localization of 
the lesions. Major has observed a typical lesion 
which developed upon the site of a mosquito bite 
in a juvenile diabetic. 

While xanthoma diabeticorum is associated 
with diabetes mellitus, it differs from the ordi- 
nary case of the latter in important details. For 
instance, it is the excepticn rather than the rule 
to find lesions in the pancreas in those cases of 
xanthoma diabeticorum coming to necropsy. At 
the present time there is considerable evidence 
at hand to indicate the presence of an anterior 
pituitary hormone having the power tc regulate 
fat and carbohydrate metabolism. Evans and 
Smith showed in 1927 that when the brain was 
injured in the region of the tuber cinereum in 
experimental animals, abnormal fat deposits 
formed over the body. The same thing has been 
observed clinically as part of the syndrome as- 
sociated with basophilic adenomata of the pitui- 
tary gland. In the case reported by Goldstein 
and Harris, the xanthomatous lesions appeared 
in a diabetic shortly after a fracture through the 
base of the skull in the region of the middle fossa 
had been sustained. Several cases are on record 
of xanthoma associated with diabetes insipicsis, 
a disease definitely known to be controlled ther- 
apeutically by pituitrin. Recently Hutton has 
reported improvement in certain cases of diabetes 
by the radiation of the adrenals and pituitary. 


ate” 


High power view showing hyperkeratosis and large deposit 
of fat-like substance. 
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However, considerable experimental work will 
have to be done to unravel the present mystery 
of fat metabolism before this point can be set- 
tled. 


Treatment.—-Before the advent of insulin, in- 
volution of the skin lesions was effected by diet- 
ary control of the diabetes. Wile and associates 
noticed that the disappearance of the lesions was 
most rapid when the patient was. on a diet ade- 
quate in calories with insufficient carbohydrate 
to cause glycosuria, and that the amount of in- 
gested fat had no relation to the regression of 
the eruption. With insulin therapy results have 
been much more prompt and satisfactory, indi- 
cating, perhaps, a specific effect of insulin upon 
fat metabolism. McDonagh reported a case in 
which the eruption subsided after the intramus- 
cular injection of 2-thio-4 (cr 5) amino-methyl- 
glyoxaline. Ordinarily the lesions disappear 
without a trace, but occasionally localized atro- 
phy and pigmentation result. 

Prognosis —The prognosis is ordinarily good, 
provided adequate treatment for acidosis and 
coma, if present, is instituted early. The pres- 
ence of the skin lesions apparently does not ren- 
der the outlook of the diabetic more grave. 

Pathology.—Microscopically the lesions are 
essentially the reaction of the skin to the depo- 
sition of fat-like substances, if not actually chol- 
esterol, in the upper half of the corium. This 
material resembles a foreign body and giant cells 
are often seen surrounding the mass. This sub- 
stance is somewhat irritating, as evidenced by 
the round cell infiltration and later fibrosis. 
The so-called “xanthoma cells” are sometimes 
seen and probably represent lipoid containing 
fibroblasts. 


SUMMARY 


(1) An additional case of xanthoma diabeti- 
corum is presented with hypercholesteremia and 
lipemia, advanced coma and fatal termination. 

(2) A summary of the recorded cases in which 
blood cholesterol determinations were made gave 
an average reading of 662 mg. 

(3) The appearance of the xanthomatous 
eruption in certain cases of diabetes mellitus is 
not entirely dependent upon the hypercholestere- 
mia, but an end result of a disordered fat metab- 
olism, possibly central in origin. 

(4) The lesions are sufficiently characteristic 
to enable one to make a diagnosis, if cognizant 
of the condition, without the necessity of wait- 
ing for time-consuming laboratory procedures, 


and thereby one is enabled to start treatment 
earlier. 
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DISCUSSION (Abstract) 


Dr. Jeffrey C. Michael, Houston, Tex —The patho- 
genesis of the lesions of xanthoma diabeticorum still 
remains to be worked out. It is quite evident that the 
simple explanation that an excess of circulatory choles- 
terol is responsible is unacceptab'e, as was shown by 
Udo Wile. with Curtis and Eckstein. It may be that 
the same hypothesis advanced by Schaaf and Werner 
for the genesis of xanthoma tuberosum will apply to 
the diabeticorum type, but so far as I know, no case 
of this variety has been investigated according to 
Schaaf and Werner's hypothesis. I feel familiar with it 
since with Nicholas last year I published a paper on 
the subject and was able to confirm Schaaf and Wer- 
ner’s findings. Briefly, these authors found an imbal- 
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ance of circulating lipids in xanthoma. The percentage 
relations of these substances had been disturbed. Schaaf 
and Werner believed that this produced an unstable 
blood emulsion and led to the more ready disintegra- 
tion of the emulsion and deposition of the lipids in the 
tissues with the production of xanthomatous masses. 
As these same findings were recorded for xanthoma 
bulbi and for Schuller-Christian disease, it is quite likely 
that they will apply to xanthoma diabeticorum, though, 
as mentioned above, not yet recorded for that disorder. 


Dr. Richard S. Weiss, St. Louis, Mo—In July, 1923, 
Mook and I reported three cases of xanthoma diabeti- 
corum and xanthoma tuberosum in which some blood 
chemical studies were done. I quote the summary of 
our paper: 

“We have found that the cholesterin content of the 
blood was markedly increased in a case of xanthoma 
diabeticorum. 

“We have found that cholesterin content of the 
blood was markedly increased in two cases of xanthoma 
tuberosum. 

“We have found that cholesterin content of the blood 
was slightly increased in a case of xanthoma tuberosum 
associated with general arteriosclerosis, hypertension and 
myxedema. 

“Our results confirm the work of Burns. 

“Excluding the palpebral type, we believe that xan- 
thomas belong to the class of foreign body tumors; 
they are a cellular (connective tissue) reaction to the 
deposition of cholesterin bodies from the blood in cases 
in which a hypercholesterinemia is present. They are 
localized by motion and trauma.” 

F. S. Burns had reported similar cases in 1920 and 
Quinquaud, as far back as 1878, had observed a con- 
siderable increase in the fat content of the blood serum 
and had also suggested an increase in the blood choles- 
terol. 

In November, 1923, Engman and I reported one of 
the first cases of xanthoma diabeticorum treated with 
insulin. This patient had an enormous fat and choles- 
terol content of the blood, both of which diminished 
steadily with the improvement of the diabetes and the 
disappearance of the xanthoma. 

Since that time a number of such studies have been 
reported and some progress has been made in the eluci- 
dation of the etiology of this curious disease. More re- 
cent studies have shown that lipemia and hypercholes- 
terinemia are by no means the only factors. 

The work of Udo Wile and Fred Weidman has 
opened up new avenues of approach for studies on this 
problem and has shown that diabetic and _ tuberose 
xanthomas are really symptoms of a profound meta- 
bolic disturbance and that the basic factor is something 
more than an increase in the blood fat and cholesterol. 

Xanthomatosis has been found in association with 
many pathologic conditions. The more formidable are 
Schuller-Christian disease, Nieman-Pick disease, Gauch- 
er’s disease and essential xanthomatosis (the variety af- 
fecting the skin, mucous membranes, tendon sheaths 
and viscera); the milder types are xanthoma diabeti- 
corum, xanthoma tuberosum and certain secondary 
manifestations of xanthomatosis associated with disor- 
der of the liver and kidneys. 

Xanthomatosis affects the hematopoietic organs (dia- 
betic lipoid hyperplasia of the spleen), the bone mar- 
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row, the lymph nodes, the liver, the large blood vessels, 
the endocardium and even the lungs and brain (Nie- 
man-Pick disease); in fact, almost any tissue of the 
body may be involved. Also reported in the literature 
are the association of xanthomatous deposits with many 
tumors such as giant-cell tumors, endotheliomas, lym- 
phangiomas, lipomas, certain epithelial tumors, and 
mesenteric diseases. 

Concerning the pathology may I quote from an exten- 
sive review of the subject by Gruenfeld and_ Seelig 
(Arch. Pathol., April, 1934, vol. 17, pp. 546-573): 

“(1) In many cases, solitary xanthoma appears to 
be a special form of giant-cell tumor. 

“(2) Xanthoma cells may be found in neoplasms of 
epithelial and mesodermal genesis and in inflammatory 
cell infiltrations and_ proliferations. 

“(3) The various clinical forms of multiple and 
generalized xanthomas are interrelated. The histologic 
pictures show little, if any, variation, and the occur- 
rence of intermediary cases proves that the factor of 
localization in certain organs and systems cannot serve 
as a criterion for a scientific classification. 

“(4) The survey of the pathologic anatomy does not 
lend support to the contention that multiple or gen- 
eralized xanthoma can be etiologically explained as a 
phenomenon of reticulo-endothelial storage in the sense 
of a phagocytic accumulation of unphysiologic sub- 
stances withdrawn from the blood stream. Two find- 
ings are not compatible with this theory: (a) the 
xanthomatosis of the tendons and tendon sheets; (b) 
the extreme variability of the location of xanthomatous 
changes. The phagocytosis of the reticulo-endothelial 
system is a physiologic function of normal cells. As 
shown by experiments with vital staining, these cells 
respond to the introduction of foreign substances into 
the circulation in a typical and predictable way. If 
xanthomatous cell proliferations developed in a similar 
way, the great variation in the location of xanthoma, 
which accounts for so much of the complexity of the 
clinical aspect of this disease, would remain unex- 
plained.” 

Concerning the pathologic physiology I again quote 
Gruenfeld and Seelig: 

“(1) Unphysiologic concentrations of cholesterol or 
cholesterol esters in the blood occurring either prima- 
rily or secondarily to other known humoral disorders 
are sometimes associated (but not necessarily so) with 
xanthomatous foam cell tumors or granulomas. 

“(2) Xanthomatous tissue changes may occur with- 
out increase of cholesterol in the blood. 

“(3) Several attempts have been made by various au- 
thors to defend the theory of the etiologic relation be- 
tween blood cholesterol and xanthoma in spite of the 
fact that hypercholesteremia is not apparent in a con- 
siderable number of typical cases. Other investigators 
deny such etiologic relationship. 

“(4) In diabetic xanthomatosis an involution of the 
xanthomatous lesions can be regularly brought about 
by antidiabetic treatment that occasions a lowering of 
the lipocholesteremia. In other forms of xanthoma, 
however, although the accompanying lipocholesteremia 
may sometimes be favorably influenced by a prolonged 
dietary regimen, an improvement of the pathologic tis- 
sue changes may not necessarily follow. 

“(5) The etiology of various forms or types of xan- 
thoma is still to be determined.” 
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It can, therefore, be seen that much remains to be 
done before we can have any exact knowledge of the 
underlying factors involved in xanthomatosis of all 
types. It is possible that the underlying factor is a 
profound local or general metabolic disturbance which 
may be caused by or associated with various pathologic 
processes. 

Dr. D. W. Goldstein, Fort Smith, Ark—My reason 
for discussing this paper is to report a case of xan- 
thoma tuberosum in a young lady, aged 23, who showed 
very high blood cholesterol values. The values were 
as follows: 


ws | | 
= 7 | 
|} | 5 
Ss | = | 
| ge i ee | 
Cloudy 1700 130-1330 1000 330 
(7.6) (78.3) 
Clear 2200 430 1500 1500 0 


(19.5) (68.2) 


All values expressed in milligrams per 100 c. c. serum. 
This examination was made by Dr. H. C. Nicholas, of Rice 
Institute, Houston, Texas. 


This patient died at the age of 23 with a typical 
anginal heart attack. A postmortem was held and 
xanthomatous deposits were found on the valves of 
the heart, also extending into the aorta and blocking 
the coronary branch. 

It is also interesting to note that a sister of this 
patient died of a similar condition. 

I wish to call to your attention that after the xan- 
thomatous deposits are formed the cholesterol values 
remain stationary. 


Dr. Toulmin Gaines, Mobile, Ala—As there have been 
repeated references to the increase or decrease of cho- 
lesterol, I wish to call attention to the theory of Dr. 
Bruno Bloch that it is not the amount of cholesterol 
in the blood, but an alteration in the ratio between 
the free cholesterol and the cholesterol esters which 
disturbs the equilibrium of the emulsion. I should like 
to know whether that is still the accepted theory or 
has it been superseded. 


Dr. Thompson (closing).—The theory mentioned by 
Dr. Gaines is probably the most acceptable. Since over 
one-half of the cases of xanthoma diabeticorum show 
no pathology in the pancreas, and since injury, tumors 
and disease of the pituitary gland, as shown by Gold- 
stein, Harris and others, have been associated with 
xanthoma lesions; I believe that the condition is a 
disturbance of fat metabolism associated with the pitui- 
tary gland. If lecithin is fed to animals and trauma 
is produced, xanthoma lesions will appear, while without 
it the lesions rarely appear. The reason that cholesterol 
is deposited in the skin is that the blood is unable 
to hold cholesterol, a substance normally in a state 
of supersaturation, in solution. Stasis, trauma, irritation 
and infection are secondary factors. Xanthoma dia- 
beticorum has been seen in diabetes insipidus as well 
as in diabetes mellitus. 
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AMEBIC ABSCESS OF THE LIVER* 
REPORT OF FATAL CASE IN WHICH ETIOLOGY Was 
FIRST DEMONSTRATED IN TISSUE SECTIONS OF 
DIAPHRAGM, FOLLOWING AUTOPSY. NO 
PREVIOUS MANIFESTATIONS OF 
AMEBIASIS 


By WittiaMs, M.D., F.A.C.P.7 
Richmond, Virginia 


The occurrence of liver abscess due to the 
Endamceba histolytica without antecedent clini- 
cal dysentery or diarrhea is now generally ac- 
cepted. 

The diagnestic procedures for establishing the 
causative agent in such abscesses, according to 
most of the cases reported in the literature, em- 
brace four chief methods: stool examination, 
study of expectorated material, identification of 
the parasitic protozoa in pus from abscess cavity 
of aspirated or operated cases, and examination 
of scrapings frcm wall of cavity. In the absence 
of a diarrhea, the pathogenic amebae have been 
demenstrated in the stools, especially following 
the administration of a saline cathartic. Scrap- 
ings from the abscess wall have given more uni- 
formly postitive findings than material from the 
cavity. In 1929 Craig' published a complement 
fixation test for the diagnosis of infections with 
the Endamoeba histolytica. At autopsy, micro- 
scopic examination of tissues offer the most re- 
liable source of information. 


The literature on amebiasis presents detailed 
accounts of the various aspects of the disease, 
beginning with history and epidemiology, and 
ending with treatment. From a fairly compre- 
hensive search of pertinent literature, I am un- 
able to find a recorded case in which a definite 
diagnosis was established solely by studies of 
tissue sections from the involved portion of the 
diaphragm. This followed failure to identify 
the parasites in any of the usual locations. 

This paper is confined to the autopsy report 
with brief comment on certain aspects of amebic 
liver abscess, and is not intended to embrace a 
study of amebic dysentery, or other manifesta- 
tions of amebiasis. 

AUTOPSY (ABSTRACTED TO INCLUDE ONLY RELEVANT DATA) 

Case A-1076—On April 13, 1933, the pathology de- 
partment of the Hospital Division of the Medical Col- 
lege of Virginia received from the surgical department, 
for postmortem examination, the body of a white adult 
male. The case had been operated upon for a known 


*Received for publication June 23, 1935. 
_tAssociate Professor of Pathology, Medical College of Vir- 
ginia. 
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Fig. 1 


Amebic abscess in dome of right lobe of liver. The necro- 


tizing hepatic substance occupies practically the entire 
extent of area pictured above. A portion of involved 
diaphragm is attached superiorly. 


hepatic abscess. A clinical summary is not included 
here, since nothing in the patient’s history, physical ex- 
amination or laboratory findings suggested the etiology. 


Gross Description—A well developed and well nour- 
ished white male, 71 inches long, shows pitting edema 
of the ankles and generalized jaundice of the skin. The 
right lung is adherent to the thoracic wall from the 
level of the second rib to the diaphragm with fibrino- 
purulent adhesions which are bile stained. The base of 
the lung is also adherent to the diaphragm. On strip- 
ping the lung away, a ragged opening 3 cm. in diameter, 
whose edges are edematous and_ partly necrosed, is 
present at the dome of the right diaphragm. The lower 
lobe lung substance bordering this area presents a mar- 
gin of necrotic tissue approximately 2 cm. deep. The 
diaphragmatic opening communicates with a large ab- 
scess in the dome of the right lobe of the liver. There 
is no free fluid in the right pleural cavity. No nodules 
or consolidation are grossly demonstrable in the lung. 
— is 500 grams. The left lung is not remark- 
able. 


Liver —Weight with part of diaphragm attached is 3,- 
200 grams. Dimensions are as follows: 32 cm. wide, 
cm. antero-posteriorly, and 9 cm. thick in the right lobe. 
An abscess, measuring 25 x 18 cm., occupies the major 
portion of the right lobe. It is ovoid in shape and 
reaches an irregular depth of approximately 5 to 6 cm. 
It is composed of brownish or dull yellowish-brown 
curdy necrotic liver substance with more normal look- 
ing hepatic tissue partitions separating the softer mate- 
rial. It drains through a recent surgical incision. The 
hepatic capsule covering the abscess is adherent to the 
inferior surface of the diaphragm, the capsule being per- 
forated superiorly and communicating with the dia- 
Phragmatic perforation into the pleural cavity and be- 
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ing walled off by pleural adhesions as described. Near 
the inferior surface of the right lobe of the liver, near 
the hepatic flexure of the colon, are located three small 
abscesses, which measure from 0.5 to 2 cm. in diameter. 
They are pale grayish or yellowish-gray in color, 
rounded or irregularly ovoid in shape, with contents 
definitely softer than the surrounding hepatic tissue, 
but no fluid or semi-fluid material escapes. 


Intestines—The lumen contains bloody feces. The je- 
junum, ileum and cecum show diffuse and abundant 
hemorrhages in the mucosae, which is markedly edema- 
tous in the jejunum. The colon is not remarkable. 


Microscopic Description Right lung shows marked 
chronic passive congestion associated with pleural exu- 
date, subacute in degree. Diffuse necrosis is associated 
with abscess in involved portion of lower lobe. Amebae 
are not demonstrable. 


Liver —Irregular foci of necrosis, many confluent, to- 
gether with a diffuse necrotic process, are associated 
with very slight cellular response. Inflammatory reac- 
tion is not manifest. The hepatic tissue adjoining the 
large abscess, what might be termed the wall of the 
cavity, presents a wide margin of disintegrating liver 
subctance. Amebae cannot be found. 


Intestines ——The small bowel presents marked toxic 
alterations. The mucosae are partially disintegrated and 
associated with edema and chronic passive congestion. 
The appendix is similar. The colon shows changes 
rather less marked. A monocytic and catarrhal response, 
slight in degree, is general throughout the bowel. Ame- 
bae are not observed. Cultures and smears from the 
liver cavity, wall and bowel were negative. 

Diaphragm.—The diaphragm is 
and edematous. It presents extensive necrotic ulceration 
embracing numerous amebae distributed throughout. 
The cellular response is insignificant in degree. 


markedly thickened 


Additional Historical Data.—In an attempt to check 
up on the possible source of infection, and to ascertain 
with greater certainty the accuracy of the statement 
concerning the absence of any previous diarrhea, the 
sister of the deceased, with whom he lived, was visited 
during the past summer. The sister stated that her 
brother, with some other men out of work, spent much 
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Fig. 2 
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tributed throughout. 


Section from diaphragm numerous amebae dis- 
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of his time on an island in the river a few blocks from 
her house. She believed the water supply was ques- 
tionable, being contaminated possibly from neighboring 
drainage pipes. The brother had not been out of the 
city for fifteen years, and had never complained of any 
bowel disturbance. 


COMMENT 


It is of interest to note that the first case of 
amebic disease reported in America was diag- 
nosed from an examination of the contents of an 
incised and drained liver abscess. In 1890, Os- 
ler? recognized the organisms in the pus of a 
case. The second case of amebiasis placed on 
record on this continent was that of Lafleur,’ who 
made the first demonstration of the living or- 
ganisms under the microscope to a medical so- 
ciety in this country. This case, however, did 
not present liver abscess. Later the same year, 
Simon* reported the history of a case of abscess 
of the liver in which perforation had taken place 
into the lung, and in which the giant amebae 
were found in the expectoration. The case gave 
no history of diarrhea. The sputum had a pe- 
culiar rusty, reddish-brown color, purulent and 
resembling anchovy sauce and contained active- 
ly motile amebae. This finding directed his 
attention to the liver and the bowels. The stools 
were of healthy appearance and no previous 
examination had been deemed necessary. Sub- 
sequent observation, however, revealed a trace 
of blood and a little adherent mucus in which 
the amebae were found in great numbers. These 
authentic cases represented pioneer observations 
in this country, and pointed the way for future 
reliable diagnostic procedures, namely, the identi- 
fication of the Endamoeba histolytica in certain 
discharges or tissues. 

Despite these accepted criteria for establish- 
ing the diagnosis, the recent literature occasion- 
ally reveals cases reported as probably due to 
this organism, when the criteria for such im- 
pressions appear to be response to emetine thera- 
py associated with aspiration or open operation, 
with no confirmation of the diagnosis by ex- 
amination of stool, pus or tissues.° Harrington® 
places on record a case of known amebic dysen- 
tery in which liver abscess developed even 
though the patient was given extensive treat- 
ment with emetine. 

Since there were no clinical symptoms refer- 
able to intestinal disturbances in the case re- 
ported here, no stool examination had been made. 
There was no report of an examination of as- 
pirated or drainage material; nevertheless, at 
autopsy the character of the liver abscess plus 
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the association of blood with bowel contents and 
the hemorrhagic and edematous mucosae sug- 
gested that an exhaustive search for pathogenic 
emebae was indicated. Cultures, smears and 
tissue sections from the usual locations were not 
enlightening. Later additional blocks were se- 
cured from the gross specimens, and tissue sec- 
tions prepared from numerous areas throughout 
the bowel, including appendix, several from the 
wall and central portion of the abscess, from 
the involved lung and gallbladder. Again the 
amebae were not demonstrable. Finally, sec- 
tions of the diaphragm, removed from about the 
circumference of the perforation and nearby, re- 
vealed innumerable organisms. 

No doubt sections of involved diaphragm in 
such cases have been studied often, and amebae 
observed therein. Meleney,' in his recent lecture 
on the “Pathology of Amebiasis,” mentions a 
case reported by Engman in which the amebae 
were found at autopsy within the striated muscle 
cells of the abdominal wall. From a reasonably 
careful search, however, of the literature, I am 
unable to find a recorded case where definite 
diagnosis, in a liver abscess of totally unsuspec- 
ted etiology, was established by detection of the 
Endamoeba histolytica in the diaphragm. Why 
the organisms could be demonstrated only in this 
structure, I am not prepared to state. 


SUMMARY 


This paper presents a case of hepatopulmo- 
nary abscess diagnosed at autopsy in an unusual 
way. 

The patient showed no previous manifesta- 
tions of amebiasis, nor was there any history of 
exposure to a known source of infection. 

My attention was directed to a consideration 
of the presence of pathogenic amebae by the 
characteristic gross appearance of the abscess. 
The bloody bowel contents and the edematous 
and hemorrhagic intestinal mucosae increased my 
suspicions. The routine examinations, in such 
cases postmortem, embracing smears, cultures 
and study of tissues from the usual locations, 
failed to reveal the protozoa. Finally, they were 
observed in sections from involved portions of 
the diaphragm. 
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UNUSUAL TUMOR OF THE NECK* 


By W. Forrst Dutton, M.D., 
and 
NorMAN C. PrINCE, M.D., 
Amarillo, Texas 


The purpose of this paper is to present an un- 
usual case of tumor of the neck and concomi- 
tant findings. 


The patient, J. O. M., a man, aged 46, was referred 
to one of us (W. F. D.) March 6, 1933, for the pur- 
pose of ascertaining the possible cause of a pain in the 
chest and shortness of breath on exertion. 

In 1900, while riding, he was thrown from his horse, 
and in the fall was struck over the right mastoid prec- 
ess by the horn of the saddle. A few months after the 
injury a painless growth was observed over the mastoid 
process extending anteriorly. The tumor enlarged slowly 
until, in 1906, it had attained the size of a large or- 
ange. In 1906, the growth was removed at St. Joseph’s 
Hospital, Fort Worth, Texas. It recurred and a sec- 
ond operation was performed in 1608. Four additional 
operations were performed between 1°08 and 1914. 
None was successful in preventing a recurrence. No 
clinical records were kept at St. Joseph’s Hospital at 
the time the operations were performed. For this rea- 
son, we are unable to state when the ramus of the jaw 
was removed. 

The tumor has not enlarged perceptibly during the 
past five years. The pain in the chest began during 
the summer of 1932. It had not been troublesome 
until the development of dyspnea in January, 1933. 
There was a slight cough with occasional blood-stained 
expectoration. 

The following conditions were found on examination: 
a nodular swelling occupied the upper part of the 
right side of the neck, extending from the level of 
the zygoma to the level of the thyroid cartilage, and, 
transversely, from the middle of the superior maxil- 
lary bone to the middle of the second cervical vertebra. 
The growth appeared to be a mass of small rounded 
or nodular tumors varying in size frem that of a pea 
to that of an English walnut. There did not appear 
to be any definite invasion of the normal tissues, how- 
ever; the tumor pushed them aside rather than invaded 
them. This tumor did not spread beneath the masse- 
ters, and there were no pressure symptoms. The skin 
was adherent to the tumor, which could not be moved 


*Read _in Section on Pathology, Southern Medical Association, 
eran age Annual Meeting, San Antonio, Texas, November 
-10, 3 
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on the deep structures. There was no tenderness on 
pressure. When the specimens for examination were 
dissected out there was little bleeding and the incision 
healed rapidly. There was peripheral facial paralysis 
of the rizht side. 

Inspection of the mouth showed a diseased right lower 
second molar. There were no abnormalities in the 
throat. 

Examination showed diminished expansion of the en 
tire chest; diminished vocal and tactile fremitus; dull- 
ness over right and left upper lobes; slight dullness at 
both bases; absence of rales. There was no marked 
loss of weight or disturbance of the blood or hemato- 
poietic apparatus. 

Roentgenologic examination showed that the upper 
two-thirds of the left} mandibular ramus had _ been 
cleanly removed. With no old or recent involvement 
of the remaining bone, it was suggested that previous 
to or at the time of the operation no malignancy was 
present in this structure. At this time all osseous tissue 
in this immediate neighborhood was apparently normal. 

The sharply defined thinning of the right parietal, 
together with the marked hyperostosis of the entire 
skull structure, is of great interest. This overgrowth 
was not seen in the jaws or facial bones, but seemed 
to be confined to the cranium. 

Evidently there was no encroachment on the soft 
structures, as no pressure manifestations were noted. 
The smoothness of the external surface spoke against an 
osteitis deformans. 

The sharpness of the bony defects was not typical 
of the osteoporos's sometime: seen in metastatic carci- 
noma or sarcoma. 

The lung findings were the most interesting of the 
entire pathologic picture. The enormous number of 
discreet or confluent opacities with few clinical and sub- 
jective symptoms is remarkable. 

Metastatic carcinoma of course has to be thought of, 
but it is hardly tenable to conceive of disease of this 
nature so extensive in a living subject, with none of 
the usual accompaniments. 

Sarcoma can be ruled out, as it never manifests it- 
self in this manner. 

Echinococcic cysts have to be considered seriously. 
They usually produce no clinical manifestations, com- 
monly being found by the roentzenologist incidentally 
at some other examination. The literature, so far as can 
be ascertained, gives no case so extensive as this, but 
that is not sufficient to discard the opinion. 

It is noted that the opacities are circular and ellinti- 
cal, homogeneous, of considerable density and __ fairly 
sharply defined from the surrounding lung. The find- 
ings are such as are usua!ly seen in this type of infec- 
tion. 


Much has been written concerning carotid 
cysts, cystic hygroma, lymphosarcoma, salivary 
and mixed tumors of this region, but nowhere 
have we been able to find a case with pulmonary 
metastases such as were here seen, especially 
thirty-three years after the incipiency of the 
primary lesion. 

As far as the lung lesion is concerned, from 
an x-ray point of view. coupled with the history, 
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echinococcic invasicn seemed mest likely (Dr. 
Norman C. Prince). 


Two nodules were dissected from the same area of 
the tumor and submitted for pathologic examination. 
The reports are as follows: 

(1) “There is a fairly firm nodule 1.3 cm. in its 
greatest diameter. The surfaces are fairly smooth, but 
fibrous. Cross sections reveal a yellowish white con- 
gested mottled appearance. Microsections show large 
and small masses and cords of fairly small, poorly out- 
lined cells with relatively large nuclei. The nuclei stain 
well, with some of them very prominent. The cells 
and their nuclei have an oval shape. Towards the 
center of the cell masses are areas of myxomatous de- 
generation giving an acinous appearance. Elsewhere the 
tissue is fibrous, containing a few large endothelial 
lined spaces filled with red blood cells. Many red cells 
are seen in the interstitial tissues also. These spaces 
and blood veszels are at times in close- proximity to the 
cells. Numerous phagocytes containing pigment (blood?) 
are seen. 

“The pathologic diagnosis is carcinoma, mixed tumor 
type” (Terrell’s Laboratories, Fort Worth, Texas). 

(2) “Specimen consists of a hemorrhagic and white 
irregularly outlined piece of tissue measuring 2.5 x 1 
cm. The tissue cuts easily and shows a white surface 
with some translucence. 

“The microscopic sections suggest adamantinoma 
rather than mixed tumor of the salivary gland type. 
Adamantinoma is not especially malignant, but is likely 
to return if not removed thoroughly. It is derived 
from cells that give rise to enamel. The stroma is 
largely hyaline and the tumor cells proper have under- 
gone mucoid change in considerable degree.” (These 
sections were examined by Drs. Ludwig Hektoen and 
J. J. Moore, National Pathological Laboratories, Inc., 
Chicago, Illinois.) 

A diagnosis of unclassified tumor of the neck and 
sarcomatosis of the lungs was made. 

The patient was referred back to his family physi- 
cian with the suggestion that Coley’s fluid be adminis- 
tered for the relief of chest pain. 

Beginning with one minim, the dosage was gradually 
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increased until 15 minims were given daily. The con- 
dition improved markedly during a period of two 
months. Then reactions became too severe and the in- 
jections were discontinued. From this time he became 
gradually worse until his death. 

The variety and frequency of tumors of the 
neck are greater than is generally supposed. 
The importance of a better understanding of the 
eticlogy, pathegenesis, clinical significance, com- 
plications and difficulty of permanent removal 
demands further consideration by investigators. 

Tumors of the neck are divided into four 
chief groups: (1) cysts; (2) inflammatory tu- 
mers; (3) granulomata; and (4) necplasms. 

The tumor under discussion may be safely 
classified under neoplasms. Neoplasms classi- 
fied according to their source are as follows: (a) 
primary and (b) secondary tumors. 

Primary tumors are divided into (1) branchial 
cleft tumors; (2) thyrcglossal stock tumors; 
(3) thyroid tumors; (4) carotid body tumors; 
(5) parathyroid tumors; (6) skin tumors; (7) 
nerve structure; (8) salivary gland; (9) lym- 
phoma or lymph node tumors; (10) myoma; 
(11) bone tumors. 

Secondary tumors may occur by (1) direct 
extension from the head, chest or shoulder; (2) 
metastasis through the lymph channels from an 
area normally drained by the lymph channels 
of the neck; (3) metastasis from distant carci- 
noma. 

The condition under discussion, and its com- 
plications, unquestionably, involved both primary 
and secondary tumors. The classification of 
their source is the mooted question. 

Mixed tumors, according to most authorities, 
arise from embrycnal elements remaining along 


Fig. 
Anterior view of tumor. 


Lateral view of tumor. 


Posterior view of tumor. 
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the course of the branchial clefts and may con- 
tain any type of tissue that may develop nor- 
mally in this region. They are found most 
frequently near the angle of the jaw in the pa- 
rotid region. They may or may not involve the 
parotid. The growth is usually slow and there 
may be long periods in which there is no appar- 
ent growth. The mass may be irregular in out- 
line. Because of the extent of the growth and 
the nearness to important structures they are 
often difficult to remove, but if completely re- 
moved while still benign, they do not recur (Mc- 
Farland). MacCallum says: “On extirpation 
they may recur, but even then they run a benign 
course.” 

Symptoms are usually absent and when pres- 
ent are either mechanical in their nature or the 
result of malignant change. McFarland doubts 
the development of the malignant change. 

The usual malignancy of the mixed tumor is 
an epithelioma, but adenocarcinoma cr sarcoma 
may develop. 

Koenig and Kaufmann recognize four types 
of parotid sarcomas: (1) simple sarcomas; (2) 
fibrosarcomas; (3) myxosarcoma; and (4) 
chondrosarcoma. 

These tumors develop first in front of the 
auricle and form nodules, then fill the retro- 
maxillary fossa and mastoid regions. They are 
usually lobulated and hard if myxomatous ele- 
ments predominate, and they may present soft 
areas. 

Connective tissue genesis is described by Bill- 
roth and also by Volkmann and many others, 
who group them as sarcomas. 

Histologically, they are seen to contain many 
myxomatous and hyaline cylinders called by Bill- 
roth cylindroma. 

The term endothelioma seems to be the best 
general term for mixed parotid tumors. 

It has been shown that cartilage formation 
and hyaline deposit, such as they contain, are 
typical of endothelial tumors in general, so the 
term myxochondroendothelioma is histologically 
correct. 


These tumors are less malignant than some 


forms of cancer of the head and neck. An 
enormous one removed by Keen, in 1904, had 
not recurred after three years. This tumor did 
not tend to involve the skin or to ulcerate. 

The diagnosis of epithelioma of branchiogenic 
origin must be arrived at after careful consid- 
eration of the possibilities of primary growth. 
They represent 0.2 per cent of the malignant 
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tumors. Mixed tumors are to be regarded as 
clinically malignant. 

Classification is at best unsatisfactory on a 
histogenic basis, since often we cannot make a 
good guess at the tissue which the tumor most 
resembles, and since, then, we have no clue as 
to the point from which it actually sprang (Mac- 
Callum). 

The concept that a tumor may be classified as 
of a definite type because it has peculiarities 
resembling any one type is not consistent with 
scientific facts. For this reason, the diagnosis 
of a mixed tumor on the basis of contradictory 
evidence is untenable in this case. 

Adamantinomata are epithelial neoplasms 
arising from the paradental epithelial debris, 
and, hence, begin within the alveolus, distend the 
bone and form a cavity with such thin bony 
walls that they crepitate when subjected to pres- 
sure. 

“Eventually, the capsule may rupture, and the dis- 
ease extend farther by continuity into antrum, orbit, 
or other tissues and cavities” (Ewing). 

The disease of the jaw, if any, was proximal 
to the teeth. The remaining bone showed no 
evidence of disease. This should exclude a diag- 
nosis of adamantinomata. 

However, a recent article on ‘“Adamantinoma 
of the Tibia,” by Holden and Gray,* should lead 
us to take a more liberal view. It states that 
extramaxillary adamantinomas are uncommon. 
Such tumors occurring at the base of the skull 
have been reported and their crigin traced to 
remnants of buccal epithelioma in the neighbor- 
hood of the pituitary gland. The very rare ada- 
mantinomas of the tibia represent the only other 
extra maxillary location of these tumors. 


SUMMARY 


(1) This paper reports an unusual tumor of 
the neck of 33 years’ duration. Trauma was a 
possible etiological factor. 

(2) Six operations were performed for re- 
moval of the tumor between 1904 and 1914. 
None was successful in preventing the recurrence 
cf the growth. 

(3) The tumor did not enlarge perceptibly 
during the period of five years previous to the 
patient’s death in November, 1933, and there 
was no additional evidence of degenerative proc- 
esses in the tumor up to and including the time 
of death. 


*Jour. Bone & Joint Surg.. 16:401-417, April, 1934. 
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(4) The concomitant findings in skull and 
lungs are of unusual interest. 


(5) The diagnosis of a mixed tumor cr of an 
adamantinoma, because the growth has peculiar- 
ities resembling any one type, is not consistent 
with scientific facts. 

(6) This case is presented with the concept 
that there may be some mutable factors con- 
necting this apparent benign tumor with the ma- 
lignancy found in the lungs. 


DISCUSSION (Abstract) 


Dr. Harry C. Schmeisser, Memphis, Tenn —The clini- 
cal record and pathological findings suggest strongly 
that this was a mixed tumor of the parotid which be- 
came malignant. 


SACRAL (CAUDAL BLOCK) ANALGESIA 
IN GYNECOLOGY* 
By H. VERNON Sims, A.B., M.D., F.A.C.S., 


New Orleans, Louisiana 


The great number of different agents being 
used at the present time to produce insensi- 
bility to pain during opera- 
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be as safe as is infiltration analgesia with pro- 
caine sclutions. 

In caudal block anesthesia the procaine hydro- 
chloride solution is distributed outside the dura 
mater, therefore it is a safe procedure. Sacral 
analgesia must be distinguished from spinal anal- 
gesia. It is extra dural and does not carry with 
it the alleged risks of the latter. It is secured 
by means of a single injection into the sacral 
canal through the sacral hiatus. Its effect may 
be augmented by the addition of infiltration 
analgesia when necessary. 

Operations on the external genitalia, peri- 
neum, anus, prostate, rectum, ischiorectal fossa, 
vagina, cervix, bladder and the urethra may be 
done painlessly with the single injection into the 
sacral canal. 

The analgesia should be complete if the pa- 
tient is prepared properly, if the proper type of 
patient is chosen, if the technic is correct, if the 
correct amount of anesthetic agent is used, and 
if the operation is not started too early after 
the injection of the anesthetic. 

The single injection in the sacral canal prop- 
erly done will produce an anesthetic block of 


tion proves that the ideal 
anesthetic has, as yet, not 
been found. 

One notes at medical gath- 
erings and staff conferences 
that the question of the an- 
esthetic of choice is often de- 
bated. However, it seems 
that nearly all medical men 
will agree that infiltration 
analgesia produced by pro- 
caine solution of the required 
strength is the safest method 
available. 

My purpose in appearing 
before you today is to revive 
your interest in a type of an- 
esthesia which is valuable in 
many gynecological opera- 
tions. I refer to sacral (cau- 
dal block) analgesia, which 
in my hands has proven to 


*Read in Clinical Session. Obstetrics 
and Gynecology. Southern Medical As- 
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sociation, Twenty-Eighth Annual Meet- 
ing, San Antonio, Texas. November 13- 
16, 1934. 

*Professor Clinical Gynecology, Lou- 
isiana State University Medice! Center. 


Fig. 1 

Showing location of the sacral hiatus or opening into sacral canal. (From Spalteholz, 
Werner: Hand Atlas of Human Anatomy, Vols. 1 and 3. fifth edition. Philade'phia: 
J. B. Lippincott Co.) 
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the pairs of the second, third, fourth and fifth 
sacral nerves and the single pair of coccygeal 
nerves. All of these nerves are concerned in 
the formation of the pudendal and _ coccygeal 
plexuses and when they are effectively blocked 
by means of the injection into the sacral canal, 
analgesia should be complete. 

Catheline was the pioneer of this method and 
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Fig. 2 
Showing lower end of spinal cord with membranes, in the 
vertebral canal. The sacral canal may be studied. 
(From Spalteholz, Werner: Hand Atlas of Human Anat- 
omy, Vols. 1 and 3, fifth edition. Philadelphia: J. 
B. Lippincott Co.) 
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began its use successfully in 1900 in operations 
on the perineum and in obstetrics. 


Its restricted use is probably due to the fact 
that there are comparatively few men who are 
apt in the technic. 

I have used sacral analgesia routinely on my 
service since 1928. It has proven most satisfac- 
tory in my hands. In no case has it been nec- 
essary to give the patient an inhalation anes- 
thetic and in only two instances was it neces- 
sary to supplement the sacral injection with pro- 
caine infiltration. In four cases there were re- 
actions which produced an increase in the pulse 
rate and labored breathing. These symptoms 
cleared up without treatment. They were no- 
ticed just after the beginning of the injection 
and if the procedure was delayed a few minutes 
the injection could be continued. I attributed 
the symptoms to a procaine reaction, and pos- 
sibly in one instance to rapid absorption through 
a vein. 

I have used this method in 300 cases in the 
following operative procedures: 

Dilatation and curettage 

Conization of the cervix 

Biopsies 

Application of radium 

Cauterization of the cervix 

Amputation of the cervix 

Anterior colporrhaphy 

Excision of fistula in ano 

Hemorrhoidectomy 

Vesico-vaginal fistula 

Complete laceration of the perineum 

Perineorrhaphy 

Excisions of fibroma of vagina 

Posterior colpotomy 

Plastic repair urethra 

Excision of vulvo-vaginal gland 

Cauterization of chancroids 

Preparation.—Patients to be operated upon at 
8:00 a. m. are given an enema at 4:00 p. m., a 
light supper and no breakfast. At 9:00 p. m., 
a three-grain capsule of sodium iso-amylethyl 
barbiturate is given by mouth. Morphine sul- 
phate grain % and atropine sulphate grain 
1/150 are given by hypodermic one-half hour 
before the scheduled time cf the operation. 


TECHNIC 


For the anesthetic agent I prefer a 1 per cent 
procaine solution. A long spinal needle fitted 
with a stylet and a 20 c. c. syringe is used. 
About twenty minutes are required for the in- 
jection to take effect. The patient lies in the 
prone position on the operating table with a 
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Sacral canal 
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the anterior wall of the ca- 
nal. It is withdrawn 
slightly and the hub of the 
needle is depressed into the 
gluteal cleft until its angle 
is about 40 degrees. It 
now easily enters the canal 
and is advanced in this po- 
sition for about two inches. 
The stylet is then with- 
drawn and if there is no 
sign of blood or spinal fluid 
the 20 c. c. syringe is filled 
with 1 per cent procaine 
solution, and is attached to 
the needle, but before in- 
jection is made aspiration 
is done to be sure that the 
needle is not within a blood 
vessel. The quantity cf so- 
lution used ranges between 
60 and 100 c. c. and de- 
pends upon the amount of 
resistance encountered aft- 
er the first 60 c. c. Differ- 
ent amounts are ured in va- 
rious cases, because of the 


Fig. 3 


variation of the capacities 


After piercing the sacrococcygeal membrane the needle impinges on the anterior wall of of the sacral canals. I usu- 
the sacral canal and passes from position one to position two in the direction of the 4 ie ia a ilies 
arrows. (From Labai, Gaston: Regional Anesthesia. Philadelphia: W. B. Saunders ally use about 80 c. c. It 


Company.) 


pillow under the region of the hips, so that the 
buttocks are slightly raised. This causes the 
anatomical landmarks to stand out more plainly. 
The buttocks are painted with tincture of iodine 
from the iliac crest to the tip of the coccyx and 
washed off with alcohol. The sacral hiatus is 
located by passing the left forefinger along the 
middle of the sacrum until it reaches a depres- 
sion between the juncture of the coccyx with the 
sacrum. The two sacral cornua and the fourth 
sacral spine are the three landmarks. After this 
depression is located it is well to check up on it 
by palpating down to it from the sacrum or up 
to it from the coccyx several times so as to be 
sure of its location. In the center of this de- 
pression the skin and the subcutaneous tissues 
are anesthetized by raising a wheal. The sacral 
hiatus is covered by the sacrococcygeal mem- 
brane, which must be pierced in the center in 
order to enter the sacral canal. The spinal 
needle enters the wheal in a direction making 
an angle of about 20 degrees with the normal 
to the skin surface. The needle is advanced 
until it pierces the sacrococcygeal membrane to 


is well to inject the solution 

slowly, and while doing so I 
move the point of the needle from one side to 
the other in the sacral canal, forming an arc, 
as it were. The needle is pulled out by degrees 
as the injection takes place and one must be 
sure to inject some of the solution just at the 
sacral hiatus, because it is at this point that 
the single pair of coccygeal nerves emerge. 

The patient is then turned over on her back 
and it is essential that sufficient time be al- 
lowed to elapse for the injection to take effect 
before starting any operative procedure. As a 
rule about fifteen minutes is sufficient. Success 
depends upon cne’s technic. One must learn 
when the needle is in the sacral canal and enough 
fluid must be injected to fill the canal. It is 
well to study the bony skeleton so as to be able 
to judge the size of the sacral opening, the di- 
rection of the sacral canal, and the character 
of the bony landmarks. 

It is also advisable for one to practice palpat- 
ing the sacral hiatus on a number of patients 
before attempting this procedure. The mistake 
is often made of introducing the needle above 
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the hiatus when it just slides along the sacrum 
in the soft tissues and does not enter the sacral 
canal. If the hiatus is palpated carefully and 
the needle is introduced just below and then 
depressed upward it is hard to miss the sacral 
canal. A study of the bony skeleton will dem- 
onstrate this fact. 

If in some occasional instances there are areas 
in the operative field which appear sensitive to 
pain, it is a rather simple matter to infiltrate 
the area with procaine solution. 


CONCLUSIONS 


Sacral analgesia is simple and safe. 
There have apparently been no serious com- 
plications. 
It should be used more extensively in gyne- 
cology. 
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AGRANULOCYTOSIS: ETIOLOGY, DIAG- 
NOSIS, AND TREATMENT* 


By Roy R. Kracke, M.D., 
and 

Francis P. PARKER, M.D., 

Emory University, Georgia 


It is the purpose of this paper to attempt to 
summarize the current conception of the etiology 
of agranulocytosis, with some remarks on the 
diagnosis of the disease, and finally, to present 
an evaluation of the various methods bf therapy, 
about which so much has been written and so 
little is known. 


There are a few peculiar relations and facts 
concerning agranulocytosis that have become 
established, and these are: that the disease is 
a new and modern one, having appeared among 
us only since 1922; it occurs mainly in the 
white race, and affects the better class of peo- 
ple; it is seen most often in middle-aged women, 
although no age is exempt; it has occurred most 
often in certain well defined geographic areas, 


*Read before the Chattahoochee Valley Medical and Surgical 
Association, Albany, Georgia, July 10, 1935. 


*From the Department of Pathology, Emory University School 
of Medicine. 
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chiefly in Germany and the United States; it 
has accounted for no less than 1,600 deaths in 
this country alone in the past ten years; and 
finally, it has a peculiar predilection for mem- 
bers of the medical and associated professions, 
and members of their families. 


All of these things are quite important in a 
study of possible etiological factors and a sum- 
mation of these findings has offered much aid 
toward the solution of its etiology. 

In previous communications we have pre- 
sented what we believe to be adequate evidence 
that a large percentage of these patients develop 
the disease following the administration of cer- 
tain drugs. At this time this work seems to 
have received ample confirmation from all parts 
of the civilized world. In our latest paper! we 
have summarized and analyzed this evidence 
and at this time there have been reported 172 
cases following the administration of drugs. Of 
this number, 153 have apparently followed the 
use of amidopyrine or one of its combinations, 
six from dinitrophenol, and thirteen from various 
other drugs. It is evident, therefore, that amido- 
pyrine is largely responsible for most of the cases. 
There is much evidence, also, to indicate that the 
disease may follow the use of the organic ar- 
senical compounds and the gold salts, but only 
in an occasional patient. 


It is impossible to state what percentage of 
all cases follows the use of drugs, and it seems 
quite reasonable that a certain number may 
have other etiologic factors. However, we have 
never seen a patient in which we could not dem- 
onstrate a drug etiology, and others have had 
the same experience.2* There have been some 
reports'® in which an effort was made to rein- 
vestigate the drug history in a large number of 
patients, many of whom died before the possible 
drug relationship was recognized, and of course 
it should be evident that such investigations 
have no value, especially when one considers the 
difficulty of obtaining adequate histories in liv- 
ing patients. This difficulty is further aug- 
mented by the large number of patented prepa- 
rations containing amidopyrine, in which the 
name is not descriptive and the formula not 
available. This, coupled with the widespread 


use of proprietary pain relieving drugs, makes it 
well-nigh impossible to rule out their use in 
any patient with any degree of certainty. 
Furthermore, the physician is harassed almost 
’ daily with literature and detail men, advocating 
new sedatives, most of which contain amidopy- 
rine, until there are now literally hundreds of 
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these on the market, and it is almost impossible 
for him to remember which of these do or do not 
contain this drug. 


The question often arises as to how much 
amidopyrine is necessary to produce this disease. 
It seems that certain people are sensitive to it, 
and whether or not this is a true allergic condi- 
tion is unsettled at this time. The disease has 
been reported following the continued and daily 
use of the drug, and has also apparently followed 
a single small dose. This has been amply con- 
firmed by clinical experiments in which the dis- 
ease has been produced in recovered patients by 
the administration of as little as three grains.® 


In view of this evidence it seems that the phy- 
sician should use amidopyrine with great cau- 
tion and then only in those patients in which 
he finds it necessary. It would appear safer to 
use some other sedative, such as acetylsalicylic 
acid and codeine. There should be some legisla- 
tion to control the sale of patented remedies 
containing this drug. 


DIAGNOSIS 


The impression seems to prevail that the diag- 
nosis of agranulocytosis presents little difficulty, 
and this is true in the typical, acute, fulminant 
case, in which there are usually marked prostra- 
tion, fever, oral ulcerations, or other evidences 
of sepsis, and a profound neutropenia, with a 
total leukocyte count below 1,000 and the red 
cell picture unaffected. However, atypical types 
of the disease are apparently being recognized 
more frequently, and in these the diagnosis of- 
tentimes is extremely difficult. 


For example, the syndrome of the more 
chronic type of granulopenia has been described‘ 
in which the patient is usually a middle-aged 
woman who complains of easy fatigue and lassi- 
tude, but with no positive physical findings. In 
this type of patient, the leukocyte count may be 
as low as 2,000 cu. mm. with a small percentage 
of granulocytes. It seems probable that this 
differs only in degree from acute agranulocytosis 
and such a patient may be regarded as one with 
impending bone marrow failure or one with a 
narrow threshold of bone marrow reserve. In 
such a patient the marrow would probably fail 
to meet the emergency of an acute infection and 
an acute agranulocytosis might result. 

.Furthermore, there seems to be an occasional 
individual who is in good health, but at occa- 
sional intervals is subject to an attack of acute 
granulopenia, with the leukocyte count as low as 
1,000 per cu. mm. There may be an associated 


SOUTHERN MEDICAL JOURNAL 


October 1935 


sore throat or even oral ulcers, this being fol- 
lowed by recovery in a few days, only to be fol- 
lowed again by successive attacks at regular or 
irregular intervals. It seems likely that this type 
of patient, too, has only a mild degree of true 
agranulocytosis. 


There are a few diseases, as illustrated by 
typhus fever, that are characterized by extreme 
leukopenia in some patients to such a degree that 
the condition may be confused with a true 
agranulocytosis. We have seen a young, healthy 
university student, with a leukocyte count of 
1,000 per cu. mm., suspected of having agranulo- 
cytosis, develop the typical clinical picture of 
typhus fever, followed by the usual prompt re- 
covery. 


In our experience, the largest diagnostic pit- 
fall is the differentiation of agranulocytosis from 
certain cases of so-called “aleukemic” types of 
leukemia, in which the patient may be pro- 
foundly ill, with evidence of sepsis and possibly 
hemorrhages, with the leukocyte count only a 
few hundred per cu. mm. These patients usu- 
ally die in such an attack and the cause of death 
may erroneously be stated to have been agranu- 
locytosis. It is here that careful laboratory 
study is needed to establish a diagnosis of leuke- 
mia, and this can be done with certainty only 
by identification of the remaining few circulat- 
ing cells as being early blast types. It should 
be remembered that a leukemic patient may die 
with a leukocyte count of 500,000 or 500. Also, 
the differentiation is important from a stand- 
point of prognosis, at least, since the patient with 
leukemia has practically no chance of recovery 
and the agranulocytic patient may or may not 
recover. 

Sometimes it is difficult to distinguish be- 
tween agranulocytosis and aplastic anemia, in 
which the elinical pictures may be identical, es- 
pecially in the terminal stages. Usually the pa- 
tient with aplastic anemia presents a hemor- 
rhagic diathesis, yet some of them may not. In 
this disease there is marked leukopenia with the 
granulocytes quite low, or entirely absent; 
marked thrombopenia, which accounts for the 
hemorrhages; and a severe normocytic type of 
anemia. It is probable that aplastic anemia rep- 
resents a failure of marrow activity in all of its 
functions, whereas agranulocytosis is the same 
marrow failure, but restricted only to the granu- 
locytes. 

Also, there seem to be various atypical varie- 
ties of bone marrow failure or “marrow insuf- 
ficiency” in which the hematologic findings do 
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not fit into the accepted criteria for any of the 
blood dyscrasias. These probably follow func- 
tional marrow failure in one or more combina- 
tions of the different cellular elements manu- 
factured there. We have been impressed with 
an apparent increase in the number of elderly 
men who complain of severe and progressive 
anemia, pallor, weakness and fatigue, with no 
demonstrable organic pathology to explain it, 
and whose blood presents the picture of aplastic 
anemia, including leukopenia, anemia and throm- 
bopenia. Yet, some of these recover with ap- 
propriate therapy, and if we hold to the concep- 
tion that aplastic anemia is invariably fatal, they 
cannot be classified as such. 


If these various types of marrow insufficiency 
are related to agranulocytosis, then it is incum- 
bent upon all of us who see these patients to 
direct searching inquiry into possible etiologic 
factors, such as drug administration, exposure 
to benzene or its products, radiation, and so on, 
and any of those agents which are said to be bone 
marrow depressants. 


After a consideration of these hematologic 
states in which marked leukopenia is a predomi- 
nant finding, it can be seen that in some patients 
careful hematologic study is necessary in order 
properly to classify the disease, and even then 
in many of them the diagnosis cannot be estab- 
lished with certainty. It serves to emphasize, 
however, that many leukopenic disorders are be- 
ing diagnosed as agranulocytosis, and especially 
is this true since the disease has been so widely 
discussed in the medical literature. 


TREATMENT 


There has been much written about the treat- 
ment of agranulocytosis, but the entire question 
is in a state of confusion. Many writers seem 
enthusiastic in their confidence in certain spe- 
cific remedies, while others are equally certain 
that these same remedies are of no value. These 
differences of opinion are brought about by sev- 
eral reasons. First, and probably most impor- 
tant, no single observer has had opportunity to 
treat a sufficient number of cases to form an 
opinion of value as to the efficacy of any spe- 
cific agent. “ Also, if the efficacy of a remedial 
agent is evaluated by reports in the literature, 
the evaluation is apt to be quite misleading, since 
there is a natural tendency on the part of some 
writers to prepare reports only of their recovered 
cases. If a physician treats six patients with 


this disease and four of them die, he probably 
feels that there is no reason to report this series, 
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since the mortality rate is not unusual. On the 
other hand, if five of his patients recover, he 
would feel more inclined to report this, and usu- 
ally attributes the clinical success to some spe- 
cific agent. Therefore, a cumulation of such in- 
stances may finally result in a specific agent 
receiving credit for a therapeutic efficacy that it 
does not deserve. Also, therapy is difficult to 
evaluate in this disease, since the illness itself 
constitutes a grave emergency and there is a 
natural and justifiable tendency to employ any 
and all measures simultaneously in the same pa- 
tient, so then if the patient does recover, it can- 
not be stated exactly to what therapeutic proce- 
dure the recovery was due. 

If it were possible to treat a series of 100 
cases with transfusions alone, another similar 
series with radiation alone, and still another with, 
for example, liver extract, only then could meth- 
ods of therapy be properly evaluated. But 
since the rarity of the disease prohibits this, we 
must be content with therapeutic measures based 
on empiricism to some extent, and also based 
on theoretical principles. Thus, it would appear 
logical to expect good results from liver extract, 
since this is a well established regulatory agent 
for erythropoiesis; it would also appear logical 
to use nucleic acid products, since it has been 
shown that they are capable of stimulating white 
cell production under certain conditions; it 
would further seem reasonable to use transfu- 
sions, since some believe that they might replace 
the depleted white cells; furthermore, radiation 
would appear valuable if we accept the theory 
that small doses stimulate hematopoiesis in the 
bone marrow; even it is not illogical to think 
that the oral feeding of bone marrow would be 
of value, if we can accept the idea that bone 
marrow contains some principle or vitamin that 
would stimulate granulopoiesis. 

In the use of all of these products, however, 
we are attempting to correct a pathologic state 
about which we know very little, in spite of the 
vast amount of research on the subject. It has 
not yet been definitely established exactly what 
is happening in the agranulocytic marrow. Some 
believe that maturation of the white cells is ar- 
rested at a definite level so that the granulo- 
cytes do not attain maturity and consequently 
are not delivered into the blood stream. This 
results in a bone marrow picture that is often 
loosely referred to as hyperplasia, since the more 
immature cells continue to grow and the marrow 
becomes filled with them. On the other hand, 
there are others who contend that this marrow 
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picture is not seen in all cases, but that there 
is an actual aplasia of the granulocytic elements, 
as evidenced by decreased numbers of all granu- 
locytic cells. And then, both of these pathologic 
pictures have been observed in the same patient 
during the course of a single illness with the 
disease. So then, it must be admitted that our 
therapy is directed toward the correction of a 
condition in the bone marrow, and we are not 
at all sure just what the condition is. It nat- 
urally follows that what is sadly needed for the 
treatment of this disease is an agent that is not 
only capable of regulating the speed of granulo- 
cytic maturation, but one that will also result 
in the production of a normal functioning cell, 
as liver extract seems to do in the regulation of 
red cell production. It is safe to state that no 
such agent is now available. 

Even should the perfect agent for stimulation 
of granulopoiesis ever be available, the mortality 
rate in this disease would still continue to be 
quite high, since the physician is often consulted 
only after the disease is well developed and the 
patient overwhelmed with infection. In our re- 
view of the literature we have found that over 
40 per cent of these patients have blood stream 
invasion with various bacteria, and nearly all 
of them have local infectious processes of vari- 
ous types. Therefore, treatment should be di- 
rected not only toward the regulation of cellular 
output, but also toward the control of these in- 
fectious processes. One who stresses the curative 
value of a specific agent would do well to con- 
sider the varied and extensive infectious states 
that are almost invariably seen in this disease, 
and to bear in mind that no single agent is ca- 
pable of ridding the blood stream of bacteria, 
especially when the invading organism may be 
any one of the large number present in the oral 
cavity. 

We feel that it would be timely to conclude 
this paper with a discussion of the therapeutic 
measures we should employ in a case of typical, 
acute, fulminant agranulocytosis, and our opin- 
ion is based on personal observation of 24 cases, 
plus a rather extensive review of the literature 
on this subject over the past five or six years. 

The chief purpose of therapy in agranulocy- 
tosis should be to restore the leukocyte count to 
the normal figure, or above. Unless this is done 
the outlook for the patient is hopeless. Among 
the first products suggested for this purpose were 
the nucleic acid derivatives, adenine sulphate 
and guanine hydrochloride, but the most widely 
used of these at this time is pentnucleotide. 


There is not adequate evidence to show that this 
product is efficacious, since there are records of 
many patients who showed no benefits from its 
intensive use. Perhaps its usefulness will finally 
be demonstrated, when a sufficient number of 
properly controlled cases have received this and 
no other treatment. In our limited experience, 
we have observed no beneficial effects from its 
use. However, as stated Vefore, this disease 
constitutes a grave emergency, and resort to any 
and all types of medication is justifiable, and 
in view of this we should use pentnucleotide in 
treatment. It is usually administered in 10. c. 
quantities, twice daily, intramuscularly, into the 
larger muscles of the hip and thigh. 

In a further effort to promote granulopoiesis, 
liver extract should also be used. We prefer the 
preparation manufactured by Lederle, in the 
form of a semi-solid, paste-like mass in a sterile 
ampoule, to which it is necessary to add 3 c. c. 
of sterile water or salt solution just before in- 
jection into the muscle. In the acute illness 
this can be given twice daily. We believe it is 
important to make the dilution immediately be- 
fore the injection, since it is quite possible that 
such a preparation may be more efficacious than 
the prepared aqueous solution.® 

Any measure that offers any promise to aid in 
hematopoiesis should be employed. Therefore, 
it would be advisable to resort to oral adminis- 
tration of liver extract, desiccated hog stomach 
to provide the gastric factor, and large doses of 
iron in the form of ferric ammonium citrate or 
the reduced form. 

Although we have no experience with the use 
of either whole bone marrow or the extract, we 
should use it if it were available. In this con- 
nection, however, it would seem that whole bone 
marrow could better be obtained at a local abat- 
toir and used in the fresh state. We have ob- 
served one recovered patient who does this and 
remains in good health, though the importance 
of the daily bone marrow consumption in this 
case is only problematical, but it should be added 
that this same patient also carefully refrains 
from the use of pain relieving drugs, which ap- 
parently brought about her first attack. 

During the acute attack the patient should be 
given daily small transfusions of whole blood, 
if possible. The benefits from this procedure 
in infectious states are well-known, and there 
are no contraindications that have been estab- 
lished, although it has been suggested that the 
daily addition of new blood might nullify the 
development of a hematopoietic stimulus. It is 
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questionable whether the addition of new blood 
provides normal functional leukocytes of any 
great value; even though theoretically it should, 
we have observed repeatedly that the patient’s 
leukocyte count is unchanged almost immedi- 
ately after a large transfusion. It is an unset- 
tled question as to what happens to these trans- 
fused leukocytes. 


It has never been demonstrated that radiation 
to any of the bones is a valuable therapeutic pro- 
cedure, although many writers have stated this 
to be the best metHod of treatment, this being 
based on the accepted principle that small doses 
of radiation stimulate all cells of immature types 
to a more rapid rate of growth. However, this 
procedure is fraught with danger, since it has 
never been determined whether or not it may 
produce marked destruction of these -same im- 
mature cells. We do not believe that radiation 
is necessary in the treatment of agranulocytosis. 


The patient should receive the therapy usu- 
ally employed for the control of any infectious 
disease. Ulcerations should receive proper local 
therapy; fever should be controlled by the usual 
measures; cardiac stimulation should be given 
when indicated; respiratory distress combated 
by the usual methods, and all symptcms treated 
as they arise. 


Finally, there should be mentioned what may 
be the most important therapeutic procedure, 
and that is, that the use of any drugs contain- 
ing the benzene ring, and in particular, the use 
of amidopyrine, should be absolutely prohibited. 
Sedation can be accomplished with acetylsali- 
cylic acid, the barbiturates, codeine, or even 
morphine, when indicated. This one procedure 
alone may result in the recovery of the patient, 
and then one can follow the customary practice 
of attributing the result to one of the remedies 
used. 

CONCLUSIONS 


(1) Most cases of agranulocytosis, now a rel- 
atively common disease in the United States, 
seem to be caused by the administration of cer- 
tain drugs, notably amidopyrine and its combi- 
nations. 


(2) Susceptible people may develop the dis- 
ease after the ingestion of either large or small 
doses, and in some of these the process appears 
to be allergic. 


(3) The diagnosis is not always easy and dif- 
ferentiation from aleukemic leukemia, aplastic 
anemia, marrow insufficiency, and the leukope- 


= of certain infectious diseases is often diffi- 
cult. 
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(4) No specific remedy is available that seems 
capable of stimulating granulopoiesis. 


(5) Treatment should consist of giving the 
patient the benefit of every possible aid and this 
should include: daily transfusions, pentnucleo- 
tide, liver extract by injection and by mouth, 
desiccated hog stomach, iron, symptomatic ther- 
apy, supportive measures, and finally, the re- 
moval of all benzamine pain relieving drugs. 


BIBLIOGRAPHY 


. Kracke, R. R.; and Parker, F. P.: The Relation of Drug 
Therapy to Agranulocytosis. Read in the General Session, 
American Medical Association, Atlantic City, June, 1935. 
In_ press. 

. Groen, J.; and Gelderman, C. J.: Agranulocytosis (Malig- 
nant Neutropenia) Due to Medicaments. Nederl. tijdschr. v. 
geneesk., 78:3444, July 29, 1934. 

. Plum, P.: Experimental og sam aarseg til agranulocytose. 
Ugskr. f. Laeger, 96:916, Aug. 23, 1934. 

. Jackson, H.: The Relation of Amidopyrine and Allied Drugs 
to the Etiology of Agranulocytic Angina. Amer. Jour. Med. 
Sci., 188:482. Oct., 1934. 

. Fitzhugh, T.: Drug Idiosyncrasy with Special Reference to 
Amidopyrine as a Cause of Agranulocytic Angina. Ann. Int. 
Med., $:148, Aug., 1934. 

. Sturgis, C. C.: Transactions of Association of American 
Physicians, 1934. 

. Roberts, S. R.; and Kracke, R. R.: 
Classification with Cases and Comments. 
‘5:40, July, 1931. 

. Parker, F. P.; and Kracke, R. R.: Further Studies in Ex- 
perimental Granulopenia, with Particular Reference to Sul- 
phydryl (glutathione) Metabolism in Blood Dyscrasias. Read 
before the American Society of Clinical Pathologists, At- 
lantic City, June, 1935. In_ press. 


Agranulocytosis: Its 
Ann. Int. Med 


MANAGEMENT OF THE HEART IN 
HYPERTENSIVE DISEASE* 


By O. P. J. Fatx, M.D., 
St. Louis, Missouri 


The fact that heart failure in one form or an- 
other is the dominating factor in sixty out of 
every hundred deaths from the effect of hyper- 
tensive disease, emphasizes the significant role 
the heart plays in the prognosis and treatment 
of this most prevalent disorder. 

The dual factors responsible for the high in- 
cidence of cardiac morbidity in hypertension are 
prolonged functional overstrain and nutritional 
impairment of the myocardium from the inroads 
of advancing coronary sclerosis. 

The presymptomatic stage of hypertensive 
heart disease usually evolves slowly and insidi- 
ously during the decade or two following the 
onset of an established hypertensive state. Dur- 
ing this period the heart gradually hypertrophies. 
When we realize that every hypertrophied heart 
is pathologic, already on its way to eventual 


*Received for publication July 20, 1935. 


*From the Department of Internal Medicine, St. Louis Uni- 
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failure, we cannot but conclude that we are 
dealing with potential heart disease in all frankly 
established hypertensive states. The problem is 
one of staving off or postponing the ultimate is- 
sue even though actual prevention may lie be- 
yond hope of achievement. Barring unrelated 
causes of death, approximately 60 per cent of 
hypertensive subjects develop terminal myo- 
cardial insufficiency, angina or coronary occlu- 
sion. Cerebral hemorrhage closes the picture in 
about 30 per cent, and uremia in less than 10 
per cent. 

During the earlier stages of the disease pre- 
ventive measures must necessarily be directed 
toward controlling the progressively destructive 
tendencies of the underlying vascular disorder. 
Cardiac conservation thus falls within the scope 
of general hypertensive management. Many 
and diverse are the therapeutic credulities in- 
volved in the earnest quest of this difficult and 
elusive goal. Time does not permit full discus- 
sion of some of the legitimate controversies con- 
cerning treatment, but certain well established, 
though oft unheeded facts will bear neumera- 
tion, namely: 

(1) From a vasomotor standpoint we recog- 
nize two constitutionally abnormal types: the 
hypotensive and the hypertensive. The essential 
hypotensive individuals, free from cther disease, 
tend to live longer lives, possibly because lack 
of nervous endurance and drive make it unlikely 
for them to wear out prematurely. On the other 
hand, we have the hypertensive types, whose irri- 
table vegetative nervous systems lead to gen- 
eralized angiospasm and resultant hypertension. 
The lower life expectancy of this type is well 
recognized. 


(2) Hypertension is probably more often an 
hereditary constitutional predisposition than an 
acquired disease. Whatever early environmental 
influences (whether infectious, nutritional, en- 
docrine or neurogenic) might have augmented 
this inherent tendency, they will probably have 
ceased to be operative long before we are enabled 
to observe the subject. Hypertension should be 
viewed in a comprehensive light, realizing the 
relationship of the disease to the patient as well 
as the reaction of the patient to the disease. We 
should consider the influence of heredity and 
certain familial factors of physical and emo- 
tional constitution and temperament, as well as 
such environmental circumstances as stress and 
faulty habits of living. 


(3) Hypertensive disease, once definitely es- 
tablished, is generally progressive and largely 


self-perpetuating, being accompanied by wide- 
spread and irreversible organic changes in the 
arterioles of the entire organism. Consequently, 
significant or lasting recession of such a state 
cannot logically be anticipated from any course 
of drug treatment, electrotherapeutic measure or 
specific dietary regime. 

(4) Implication of the peripheral blood vessels, 
especially the arterioles, appears to be the direct 
cause of high diastolic pressure. The resultant 
organic narrowing of the peripheral vascular bed 
places a great strain on the heart, and may 
eventuate in congestive heart failure. In other 
words, the changes in the peripheral arteries in- 
duce changes in the heart, and sclerosis of the 
coronary circulation leads to nutritional changes 
in the heart muscle itself. 


(5) In an established hypertensive state our 
clinical attitude should be one of conservation, 
particularly of the keystone cardiac integrity, by 
attenuation of mental and physical activity; cor- 
rection of metabolic disorders that constitute po- 
tential cardiac handicaps, such as hyperthyroid- 
ism, diabetes and obesity, and promotion of ef- 
fective sleep and periods of restful relaxation. 
We must emphasize unceasingly the virtue of 
moderation in every activity of life, whether it 
be work, play, eating, drinking or smoking. To 
acquire the art of relaxing and of living delib- 
erately and with equanimity is a difficult task 
indeed for the typically over-stimulated hyper- 
tensive subject to master. The sine qua non of 
effective management is the establishment of a 
regime of balanced living, a balance with the 
scales leaning toward the side of calm laissez 
faire and away from unrelenting quest of achieve- 
ment. 

(6) The underlying principle of dietary con- 
trol should be moderation and sensible balance. 
The amount of food and the manner in which 
it is consumed is of greater significance than its 
kind. It is, of course, an established fact today 
that proteins are not injurious in hypertensive 
disease, yet there is a notable tendency toward 
adherence to the old traditions of restricting 
meat in hypertensive subjects, a proscription 
which is unwarranted by our present day con- 
cept of hypertension. A moderate amount of 
salt is of no disadvantage in hypertension, unless 
contraindicated by some special complication 
such as edema or obesity. 

(7) The logical approach to any really cura- 
tive method will be in the earlier functional 
stages, before permanent arteriolar changes have 
taken place, by some method of striking at vaso- 
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motor control or possible endocrine influence. 
Certain pioneer work in this direction has al- 
ready been done in the form of lumbar and 
thoracic sympathectomies and adrenal denerva- 
tion. Deep x-ray therapy over the adrenal and 
pituitary areas has been attempted. Though 
still in the investigative stages, these procedures 
at present do not seem to offer any permanent 
solution to the problem. Adson and Brown are 
now cutting the ventral nerve roots (pregangli- 
onic fibers) from the seventh thoracic to the 
second lumbar, thus paralyzing the abdominal 
muscles and lowering intra-abdominal pressure. 
In this operation partial sympathectomy is like- 
wise accomplished by the severance of pregangli- 
onic fibers, with resultant loss of vasomotor con- 
trol of the splanchnic and peripheral arteries be- 
low the diaphragm. 


EARLY WARNINGS OF IMPENDING CARDIAC 
BREAKDOWN 


As long as the heart is able to meet the de- 
mands of an increased blood pressure there will 
be no cardiac symptoms in hypertensive dis- 
ease. As the cardiac reserve lowers from the 
fatigue of years of over effort from propelling 
blood at increased pressure through narrowed 
channels, along with the impaired blocd supply 
due to coronary sclerosis, the hypertensive pa- 
tient begins to experience one of two cardiac 
syndromes, the anginal or the myocardial. Some 
may experience vague effort pains or substernal 
discomfort that progress on to frank anginal or 
coronary occlusive attacks. More frequently en- 
countered is the myocardial syndrome, with a 
history of progressive effort dyspnea, edema and 
congestive symptoms. The clinical picture of 
the typical anginal or myocardial syndrome is 
too clearly understood to warrant discussion. 
On the other hand, the very early expressions of 
cardiac disability, largely subjective and often 
obscure in nature, are not infrequently over- 
looked and misinterpreted. The importance of 
a comprehensive and analytical history in po- 
tential cardiac subjects cannot be overempha- 
sized. 

The earlier subjective symptoms of cardiac 
disability may be indefinite and are not infre- 
quently misinterpreted. A persistent cough 
caused by chronic pulmonary congestion may 
simulate chronic bronchitis; a very slight effort 
dyspnea may be misinterpreted and expressed by 
the patient, as general fatiguability and ready 
exhaustion, or slowness in recovery from mild 
fatigue. Perhaps a nocturia due to early occult 
edema may suggest prostatic irritation or parox- 


ysmal nocturnal dyspnea may suggest and sim- 
ulate asthma. Epigastric discomfort and full- 
ness after meals is sometimes an early expression 
of heart disease. It is in these early stages be- 
fore any striking objective evidence of conges- 
tive failure has developed that proper treatment 
can accomplish most, not only in_ relieving 
symptoms, but in prolonging life. 

Apart from the well recognized, more typical 
anginal or coronary syndrome we have come to 
recognize the following symptoms as suggestive 
of early coronary disease, particularly when in- 
fluenced by effort: obscure epigastric pain with 
severe burning or pressure; paroxysmal pains 
in the throat or even in the neck, or aching pains 
in the wrist. These purely subjective sensory 
phenomena may or may not be associated with 
other episodes such as cardiac fluttering, parox- 
ysmal nocturnal dyspnea or unaccustomed dysp- 
nea upon mild exertion, developing insidiously 
upon a previously negative cardiac history. 


Objectively, disturbances of rhythm such as 
paroxysmal tachycardia, auricular fibrillation or 
runs of premature systoles, occurring in a hyper- 
tensive heart previously symptom free and with- 
out a history or anatomical landmark of ante- 
cedent cardiac disease, are always suspicious and 
are to be considered coronary in origin until 
proven to the contrary. In the absence of hyper- 
thyroidism, fibrillation developing in a hyperten- 
sive heart is quite likely to be due to the effect 
of a sublethal coronary occlusion. That coro- 
nary incidents occur more frequently than we 
have hitherto suspected is not surprising when 
we realize how much the coronary vessels share 
in the general arterial degeneration of established 
hypertensive disease. 

The therapy of hypertensive heart disease 
may be briefly summarized under two headings: 


(1) MANAGEMENT OF THE PATIENT BEFORE SIGNS 
AND SYMPTOMS OF CARDIAC BREAKDOWN 


Tactful adjustment of the patient’s physical 
and mental activity within limits of his cardiac 
capacity; avoidance of stress and strain; insist- 
ence upon adequate rest, studied relaxation and 
quiet recreation; attention to the size of meals 
as well as to their type, and the avoidance of 
physical exertion after eating, are all important 
measures. Sedatives for the hypertensive and 
emotionally unstable are often essential. The 
control of obesity or other metabolic disorders 
such as thyroid and diabetic states often helps 
materially to forestall and delay the ultimate 
tragic sequelae of hypertensive heart disease. 
The relationship of the hypercholesteremia of 
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diabetes to atheromatous changes in the coro- 
nary and leg arteries is now recognized. Its 
control by the high carbohydrate, low caloric 
diet has been indicated by the recent report of 
Rabinovich. 


(11) THE TREATMENT AFTER THE DEVELOPMENT 
OF CARDIAC DISABILITY 


With the development of myocardial insuf- 
ficiency, the paramount indication is for a period 
of bed rest, with adequate provision for pro- 
moting relaxation, mental quietude and sleep, 
when the indication for narcotics has passed. 
Conversation must be minimized and _ visitors 
limited. This obvious injunction is not infre- 
quently overlooked. Bathroom privileges must 
be denied during the early period of recovery 
and over enthusiastic catharsis avoided. With 
the very effective present day xanthine and mer- 
curial diuretics, there no longer exists any indi- 
cation for attempting fluid elimination by co- 
pious liquid bowel movements in the treatment 
of edema. Such a procedure merely adds a 
source of unnecessary effort and disturbance to 
the patient. 


Digitalis in its full therapeutic expression is 
of course indicated, just as in any form of con- 
gestive failure. In the presence of portal con- 
gestion it is unwise to rely upon gastro-intestinal 
absorption of the drug, which should be given 
intramuscularly for the first two or three days, 
bearing in mind that it takes about as much 
digitalis to be effective by the parenteral route 
as it does per oram. 


The total fluid intake (in the form of milk and 
dextrose-lemonade) should be restricted to 
about one litre per day until edema lessens. As 
recovery proceeds we should remember that a 
high carbohydrate diet, fortified by a liberal 
amount of dextrose is helpful in promoting myo- 
cardial efficiency. As compensation improves, 
there is often more indication for generous pro- 
tein allowance than for protein restriction, for 
the low plasma protein content, so often occa- 
sioned by prolonged albuminuria and unwise 
protein dietary restriction, may actually encour- 
age and perpetuate edema. We must recall 
again that present day knowledge does not jus- 
tify protein restriction in hypertensive disease. 
Unfortunately the older concept of the renal ori- 
gin of hypertension still survives to influence 
the diagnosis and treatment of such cases. A 
weakening myocardium may be neglected or 
given secondary place because the combination 
of dropsy, hypertension and an albuminous 
urine are misconstrued as indicating a primary 
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nephritis instead of being recognized as the re- 
sult of chronic passive congestion from an in- 
sidiously developing myocardial failure in hyper- 
tensive disease. 


The average hypertension patient has no in- 
ability to utilize protein and attempts at restric- 
tion are not only unnecessary but may do ac- 
tual harm. There is no reliable clinical or ex- 
perimental evidence that a normal amount of 
protein has any influence on the blood pressure 
level or kidney function in hypertensive dis- 
ease. Patients live longer and are more vig- 
orous with a moderately high protein diet, be- 
cause they are less likely to become anemic or 
to take on weight and tend to maintain better 
tissue tone. 


Let us again recall that atherosclerosis of the 
larger coronary vessels is frequently associated 
with hypertensive heart disease, which aside 
from handicapping the nutrition of the myo- 
cardium may at any time dominate the clinical 
picture with attacks of angina pectoris or coro- 
nary occlusion, each of which presents a spe- 
cific therapeutic problem wholly independent of 
the associated hypertensive disease. 


Beaumont Medical Bldg. 


THE TREATMENT OF CIRCULATORY 
FAILURE* 


By Joe Kopecky, M.D., F.A.C.P., 
San Antonio, Texas 


Everyone of us is familiar with the clinical 
picture of circulatory failure in a subject with 
advanced myocardial insufficiency with its 
symptoms and signs of dyspnea, orthopnea, dis- 
tention of the veins of the neck, edema and 
cyanosis of the lips and acral parts. This is 
the terminal stage with many of our patients 
with hypertensive heart disease, aortic insuffi- 
ciency, mitral stenosis and insufficiency, and of 
some of the other chronic cardiac diseases. As 
the weakening heart muscle becomes unequal to 
the task of expelling its contents into the arterial 
trunks, an excess of blood accumulates in the 
veins, there is an increase in the volume of cir- 
culating blood and we have the plus type of 
decompensation. We are all likewise familiar 
with the clinical picture of the other type of 
circulatory failure that is seen in secondary 


*Read in Clinical Session, Medical, Southern Medical Associa- 
tion, Twenty-Eighth Annual Meeting, San Antonio, Texas, No- 
vember 13-16, 1934. 
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shock and in quite a variety of other conditions. 
This presents a picture quite different from that 
mentioned above, for here dyspnea, edema and 
distention of the neck veins are absent and 
cyanosis is found only in patches in the skin. 
Is it not reasonable to suppose that these two 
clinical pictures so different in appearance must 
own a different mechanism of production and, 
therefore, call for different preventive and ther- 
apeutic measures? 


Over a hundred years ago, Dr. O’Shaughnessy 
noted that the blood of patients with cholera 
had lost a large portion of its water and neutral 
saline ingredients, and he insisted that the res- 
toration of the water and salts to the body was 
an essential part of the proper treatment of the 
disease. Unfortunately, he did not get far with 
his ideas. Since his times, his observations have 
been confirmed and found to hold true for many 
other conditions where the volume of circulating 
blood is decreased and where the minus type of 
failure prevails. In spite of this, in every day 
practice these observations are only too often 
neglected to the detriment of the patient. 


Let us consider the factors concerned in the 
development of circulatory failure in an infec- 
tious disease in a subject with a previously nor- 
mal heart. Water intake by mouth is usually 
decreased; there is increased loss of water and 
chlorides through sweating and, at times, through 
vomiting and diarrhea. Furthermore, the pro- 
vocative poison incidental to the acute infection 
produces catabolic changes in the tissues, espe- 
cially in the muscles, that call for fluids and as 
a result of this, water and salt are abstracted 
from the blood. These changes lead to (1) a 
loss of water and a decrease in the circulating 
blood volume; (2) a loss of blood chlorides; (3) 
an increase in blood concentration; and (4) a 
decrease in venous pressure. 

What is the effect of these changes on circu- 
lation generally? We know that proper func- 
tioning of the heart muscle depends on an ade- 
quate supply of oxygen, glucose and insulin; 
that the stimulus for contraction of the ventricle 
comes from adequate diastolic filling and that 
such filling depends upon proper venous return, 
and further, that the heart can work properly 
only when an adequate head of pressure is main- 
tained in the coronary arteries by proper disten- 
tion of the aorta with blood. Now, because of 
the four changes in the blood mentioned above, 
blood volume drops, venous return flow to the 
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heart diminishes, diastolic filling and distention 
of the ventricles decreases, the stimulus for con- 
traction becomes disturbed, and, to work more 
effectively, the heart diminishes in size. In 
most cases these unfavorable changes are com- 
pensated for by stimulation of the vasocon- 
strictor center in the medulla, constriction of the 
arterioles and an increase in the heart rate; this 
compensatory mechanism insures proper blood 
pressure and an adequate minute-volume output 
of blood. 


But what is the sequence of events in the neg- 
lected, grave, or fatal cases? In these, the blood 
volume becomes so small that, even though the 
heart beats very fast, the pulse gets weaker and 
smaller; the blood pressure continues to fall; 
the head of pressure in the coronaries drops; the 
heart muscle is starved for glucose, oxygen and 
insulin; anoxemia of heart muscle sets in and 
blood lactic acid increases and poisons the heart 
muscle. As a result of these changes the heart 
muscle dilates, circulation fails and the patient 
dies of congestive heart failure. But, please note 
that the cardiac dilatation is terminal and sec- 
ondary to the changes in peripheral circulation, 
particularly the decrease in the circulating blood 
volume. This is stressed because of its bearing 
on treatment in these conditions. 


Circulatory failure of the minus type is seen 
not only in some acute infections, but also in 
many other conditions, among others, in dia- 
betic coma, pyloric and high intestinal obstruc- 
tion, severe burns, acute adrenal insufficiency 
and acute hemorrhage; in other words, in those 
conditions that show the shock syndrome. In 
all of these the basic disturbance is not prima- 
rily heart failure; it is the acute disparity be- 
tween the circulating blood volume and the func- 
tioning capacity of the vascular bed. It stands 
to reason that for proper functioning, the circu- 
latory apparatus must have a certain volume of 
blood to work on, and that if the volume drops 
below a certain level, trouble is bound to follow. 
Such a disparity may come either from rapid 
decrease in the circulating blood volume or from 
sudden expansion of the vascular bed. It may 
therefore be seen not only in conditions with loss 
of base and water by diarrhea, vomiting or sur- 
gical drainage, loss of serum by exudation in 
burns, loss of salt in the urine by alterations in 
the carbohydrate metabolism, loss of salt as a 
response to acidosis or an excessive urinary 
excretion of sodium, as in adrenal insufficiency; 
it may also occur in any condition where toxic 
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factors or reflex nervous mechanism produce 
marked capillary dilatation, as, for instance, in 
intravenous injection of snake venom and in cer- 
tain types of traumatic shock. 


Under treatment, it is necessary first to stress 
that since the heart is not primarily to blame in 
these conditions, cardiac stimulation is not called 
for, except possibly in the terminal stages. Digi- 
talis is contraindicated not only on this account, 
but also because it tends further to decrease 
circulating blood volume. Fortunately, in the 
treatment of the minus type of decompensation, 
regardless of the criginal cause of the condition, 
very much the same measures may be employed. 
The indications for treatment are to combat loss 
of fluids and chlorides from the blocd and an 
excessive blood concentration; to make every 
attempt to maintain proper blood volume, proper 
nutrition of the heart muscle, vasomotor tone 
and proper venous pressure. This can best be 
accomplished by administration of water and 
chlorides by mouth, by intravenous infusions and 
by transfusions. Transfusions have the advan- 
tage of putting into the vessels a fluid of proper 
colloidal constituency. This is important. Sa- 
line infusions, lacking this property, find their 
way into the tissues in a relatively short time. 
Glucose can be given intravenously along with 
the saline fluid. Intravenous injections are pref- 
erable to subcutaneous; the time element in the 
absorption of the fluid is an important factor in 
recovery. 

In cases where the disturbance results prima- 
rily from excessive expansion of the vascular 
beds and storage of blood in the blood depots, 
effort should be made to expel the blood into 
circulation by proper bandaging of the extremi- 
ties. 

As for drugs, vasomotor, not cardiac stimu- 
lants, are indicated. Strychnine sulphate, in 
doses of 1/15 to 1/10 of a grain every two 
hours, is useful. Caffeine sodium-benzoate and 
metrazol may be used, but are objectionable be- 
cause they tend to over-stimulate the vasocon- 
strictor center in the medulla. Theoretically, 
the condition of circulatory failure itself exerts 
all the stimulation these centers need. Adrena- 
lin, ephedrin and pitressin may be used, but are 
subject to the same objection. In addition to 
glucose, insulin should be given. As to whether 
oxygen is to be employed or not depends on the 
amount of anoxemia shown by the individual 
case. 
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CONCLUSIONS 


Circulatory failure of the minus type is caused 
by an acute disparity between the circulating 
blood volume and functioning capacity of the 
vascular bed, and is not primarily the result of 
heart failure. Treatment should, therefore, be 
directed towards overcoming the basic disturb- 
ance and not towards cardiac stimulation. 


MOTOR AND SECRETORY DYSFUNCTION 
OF THE GASTRO-INTESTINAL TRACT 
AND THE VITAMIN B: FACTOR: 

A CLINICAL STUDY* 


By Joun B. Fitts, M.D., 
Atlanta, Georgia 


Perhaps there is no larger group of digestive 
symptoms than those that compose the triad, 
“gas, belching and fullness after meals.” This 
expression of disturbed gastric physiology is cor- 
rectly laid to a delayed emptying time. Ex- 
cluding the pyloric causes, we have the gastric 
atonic musculature. Atony is a deficiency in 
the peristole, caused by an over-relaxation and 
an attenuation of the circular muscle fibers of 
the stomach. The roentgen appearance of gas- 
tric atony is that of a collapsed pars media, a 
dilated saucer-like lower pole and the six-hour 
residue. 

The sign of its presence is the succussive 
splash found on the physical examination of the 
abdomen. This is the most frequent cause of 
digestive symptoms in the enteroptotic individ- 
ual. The chronicity of the symptomatology of 
these cases and their resistance to treatment is 
typical. The functional entity is a by-product 
of modern day life, its causes must be looked 
for in the long perspective, and includes a study 
of racial characteristics, of periods, and of food 
habits and nutrition. These trends point to the 
most pertinent solution of the problem. 

Morgan and Barry! call attention to the fact 
that from recent estimates of the Food Research 
Institute, the tendency in this country is toward 
an increase in the use of milk, sugar, fruits and 
vegetables, and a decrease in the use of meats 
and cereals. The downward trend in the use 
of cereals, however, from 5.5 bushels per capita 
in 1890 to 4.4 in 1925 is unmistakable. It is 
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connected with a corresponding uprise of sugar 
consumption from 50 to 112 pounds per capita 
in the same period. The predominance in mod- 
ern day diet of white flour, sugar and rice and 
degerminated cereals is striking and obvious. 
The supplement of milk, fruit and vegetables so 
frequently lacking does not augment the Bi 
factor later to be emphasized in this paper, as 
the Bi or antineuritic vitamin occurs only in 
minimal amounts in milk, fruits, meat and veg- 
etables. 

As demonstrated by Sherman and Axlange and 
Krauge, the decreasing amount of vitamin B in 
the modern day diet is real, and I have partic- 
ular reference in this paper to the antineuritic 
factor Bi and not the antipellagra factor Be, 
important, too, as that factor is. The recent 
experimental work on vitamin B:i has been out- 
standing in merit and has contributed directly 
facts of great practical importance. 

Cowgill and Gilman? have shown that dogs 
with diminished gastric secretions with gastric 
pouches, on a diet lacking in vitamin B:, exhibit 
anorexia. This was corrected by supplying the 
missing Bi factor, not when the Bz or the anti- 
pellagric factor was fed. This work throws 
much light on the frequently found achylias in 
patients where other causes are found wanting. 
More pertinent still is the work of Cowgill et al. 
on gastric mobility in which they record the 
mobility of the empty stomach by the placing of 
inflated rubber balloons, thereby showing that by 
feeding liberal amounts of vitamin Bi the main- 
tenance of gastric tonicity is directly effected, 
and a rapid improvement of the stomach mus- 
culature. The Japanese clinicians, Ohornori et 
al., noticed in human beri-beri marked retarda- 
tion and stasis of ten or more hours. 

McCarrison* produced changes in the colon 
of monkeys described as “‘ballooning of the large 
bowel and a tissue paper-like structure of the 
viscus.” He concludes that atony of the colon 
is the result of malnutrition. Under a high vita- 
min and a low carbohydrate diet he observed 
that the tone of the colon and cecum increased 
very much. The observations of food habits of 
two African tribes by Orr and Gilk® are inter- 
esting and pertinent. One of these tribes, the 


Masai, subsisted exclusively on meat, blood and 
milk. The finding of intestinal stasis was fre- 
quent. The other tribe, the Akikiyu, subsisting 
on the grains, tubers and fruits, were free from 
gastro-intestinal complaints, but suffered from 
anemia, and were less robust. 


Plimmer et contribute interesting findings 
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in the pathological symptoms of animals fed on 
a deficient vitamin Bi diet. Large amounts of 
fat were found in the abdomen and the large 
intestine was often blocked by food. 

Clinical Study—A group of seventy-five pa- 
tients were studied from the standpoint of the 
antineuritic vitamin deficiency and with par- 
ticular reference to the nutritional and gastro- 
intestinal phases of the avitaminosis. The fol- 
lowing angles were investigated. Age, sex, chil- 
dren, chief symptoms, history of abdominal op- 
eration, bowel habit, dietary history, nutrition, 
objective signs of gastric atony, of colon spas- 
ticity, blood values, gastric analysis, basal me- 
tabolism, x-ray findings, diagnosis, therapy and 
outcome. 

The age of this group ran from eleven years 
to sixty-two years, the average being thirty-five. 
Six of the patients were in the second decade, 
fifteen in the third decade, twenty-five in the 
fourth decade, nineteen in the fifth decade, five 
in the sixth decade, and two in the seventh dec- 
ade. Thus it will be seen that the largest group, 
that of forty-four, occurred between the ages of 
thirty to fifty. This gives rise to the query, is 
it in this age group that the manifestations of 
avitaminosis reach their peak? 

Sex.—Seventy-one per cent of the group were 
women. One explanation of this preponderance 
is the fact that a greater number of small eaters, 
of food faddists, are found here, who receive a 
total lesser intake of the vitamin B. 

Children —The average number of children 
in the family of this group was 0.8 per cent. 

Chief Symptoms.—The chief symptoms were 
as follows: gas, ranking first by 50 per cent of 
the group. This symptom, boresome as it is to 
the examiner, always has been clinically the 
most exasperating and the most persistent of 
symptoms. Its explanation is found in gastric 
atony, which is a direct result of a motor insuf- 
ficiency from a sub-standard intake of the anti- 
neuritic vitamin. Less frequently presenting 
symptoms are fullness, regurgitation, nausea and 
headache. Eighty per cent complained of con- 
stipation. These are the spastic colitides and 
also are direct manifestations of vitamin B in- 
sufficiency as pointed out by McCarrison. The 
widespread prevalence of colon stasis with fre- 
quent accompanying spastic irritable colon is 
undoubtedly contributed to this deficiency. As 
to history of operation, it is of interest to note 
that 37 per cent had had appendectomy. In this 
connection attention has been called to vitamin 
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B deficiency and its effect on the integrity of 
lymphoid tissue. 

Dietary History—The food intake of these 
patients was carefully scrutinized as to quality, 
quantity and method of preparation. An inade- 
quacy in the antineuritic vitamin intake was 
found in all the cases varying from a slight short- 
age to a more pronounced one. For instance, 60 
per cent ate no cereal at all. It must be re- 
membered, too, that where cereals are eaten, they 
are mostly the degerminated ones. Fifty-four 
per cent ate white bread. The so-called wheat 
bread of today is questionable as to its actual 
vitamin B content. This group had an average 
intake of vegetables, meat and milk, though 
often the protein was less than normal. It is 
of interest to note that the Georgia State Col- 
lege of Agriculture, in an investigation of rural 
diets, found them 58 per cent deficient in fruits 
and vegetables, and the almost exclusive use of 
white flour and germinative corn meal. That 
there is a striking shortage of vitamin B in this 
type of diet is beyond question. 


Nutrition—Undernutrition is the rule in this 
series of cases. The average weight was 112 
pounds and a great many of them were well un- 
der a hundred pounds. This is in keeping with 
the experimental work on vitamin B shortage, 
namely: the production of sub-nutritional levels. 
As to other physical signs, I should like to call 
attention to the presence of the gastric splash, 
a reliable sign of gastric atony, and a sign found 
with great frequency in this series of cases. 
Other frequent findings were the palpable ce- 
cums and palpable ileac colons due to spasticity. 

Gastric Analysis—The gastric secretions in 
this series of cases of vitamin Bi avitaminosis 
tended to run to low hydrochloric acid values, 
and many of them to an achylia, although nor- 
mal hydrochloric and a_ hyperchlorhydria ex- 
isted in some of the cases. Experimental work 
has also called attention to the depressive effect 
on gastric secretion of a subnormal vitamin B 
intake. 

X-Ray Findings—Complete gastro-intestinal 
x-ray findings in this group show gastric atony 
in 66 per cent of the cases. Coloptosis with 
spasticity also most frequently occurred. An- 
other frequent finding in these cases is the low 
cecum, the clinical significance of which has been 
emphasized by Kantor, and the end result of 
which is a duodenal stasis. Curiously enough, 
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gallbladder disease was but rarely found in the 
series, occurring in but two cases. 


Diagnosis.—The most frequent diagnosis made 
in the group were gastric atony and the ptoses, 
hypo and achlorhydria, the spastic colon with 
stasis, subnutritional states and mild hypothy- 
roidism. This group of functional states oc- 
curred together frequently, almost to the extent 
of forming a syndrome. One cannot but be im- 
pressed with the probable bearing that the anti- 
neuritic avitaminosis has on this group of func- 
tional anomalies. 


Therapy.—In the series, vitamin Bi was given 
in the form of wheat germ over a period of two 
and one-half years, at first an English prepara- 
tion of purified wheat embryo known as “be- 
max.” 


Later the American product “embo,” highly 
purified and free from bran and endosperm, was 
used. Vitamin B occurs in the wheat kernel as 
follows: in the germ 100 per cent, in the mid- 
dlings 50 per cent, in bran 50 per cent, and in 
patent flour 0. 


It should be borne in mind that the enterop- 
totic patient with marked gastric atony, a spas- 
tic irritable colon and limited digestive capacity 
cannot consume enough of the bulky foods to 
furnish an adequate vitamin Bi intake. There- 
fore, it is good therapy to augment his smooth 
diet with a concentrated vitamin B product. 
This was the course followed in my series of 
cases. 

Plimmer ef al.° have called attention to the 
necessity of the balance of food by vitamin Bi, 
that the supply of vitamin B must be in pro- 
portion to the caloric value of food; also that 
the greater the amount of carbohydrate food 
consumed, the greater the amount of vitamin B 
required. Plimmer also points out the need of 
balancing the protein intake with adequate vita- 
min B. I would emphasize particularly the need 
of regulation of the top heavy carbohydrate diets 
today with its large sugar content, which has 
been increasing as the vitamin B factor has de- 
creased. 

Clinical Results Following the Use of Wheat 
Germ.—Patients were given wheat germ for pe- 
riods varying from two months to two and one- 
half years. A general improvement in well-being 
was noted in all cases. The predominant symp- 
toms of gas, fullness and pressure were much 
less and in many cases were relieved. Colon 
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stasis was much lessened, and in the obstinate 
cases much less laxative was required. Particu- 
larly was there an improvement in the atonic 
gastric musculature, evident in the great ma- 
jority of cases, and it is my firm belief that it 
is here that vitamin Bi therapy is most effective. 


CONCLUSIONS 


(1) A continual slight shortage in the modern 
day diet of vitamin B leads to definite changes 
in the motor and secretory mechanism of the 
gastro-intestinal tract. 


(2) Animal experimentation furnishes definite 
and positive proof of this. 


(3) A group of seventy-five patients with B 
avitaminosis is presented with their symptoms 
and signs and attention is called to a syndrome 
of gastric atony, spastic colon, low hydrochloric 
acid values and mild hypothyroidism. 


(4) These patients were given vitamin Bi: in 
the form of wheat germ with decided improve- 
ment in their gastro-intestinal symptoms. 
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DISCUSSION (Abstract> 


Dr. Virgil E. Simpson, Louisville, Ky.—lIt is difficult 
to speak with confidence, and impossible with finality, 
concerning a substance not yet of voting age, whose 
chemical nature is speculative and already thought of 
as a trinity. 


It is easier to determine evidences of its deficiency 
in a diet than it is even to define it. It is now known 
that the disease representative of its deficiency has 
been recognized for 2,000 years and numbers its vic- 
tims in millions. Yet the nearest approach to a de- 
scription of its nature by the chemist is the statement 
that “It appears to be a basic substance of relatively 
simple composition.” 


The essayist has elected to confine his discussion to 
the relation of vitamin B to the digestive tract and 
the remaining panorama of interesting deficiencies must 
temain here unscanned. The earliest insult of de- 


SOUTHERN MEDICAL JOURNAL 


923 


ficiency on the gastro-intestinal tract may be noted in 
the nurseling. That some of the digestive upsets of 
infants may be due to a deficiency of B in the mother’s 
milk is suggested by experiments with healthy puppies 
switched to milk from dogs suffering from experimental 
beriberi. These puppies will develop the condition in 
time and recover promptly when put back on milk 
from healthy mothers. One might be warranted from 
these experiments in concluding that the nursing ani- 
mal or human mother needs more B than she would 
require ordinarily. 


Anorexia is a rather early result of B deficiency. 
This can be experimentally demonstrated almost at will 
in dogs by feeding them commercial beef extract which 
contains no vitamin B. One is tempted as an interlude 
to make the observation that this should prove a bit 
disconcerting to clinicians who still feed patients canned 
beef extract. After the appetite has been lost by feed- 
ing a diet deficient in B vitamin, it can be promptly 
restored by intravenous injection of the vitamin. Such 
an experiment appears to establish a definite relation- 
ship between B deficiency and hunger. In this con- 
nection one may speculate on the problem of quantita- 
tive standards for essential diets. To put it in yet an- 
other way, may not there be a possibility of thinking 
of this vitamin in concrete terms of dosage? It must 
not be forgotten, however, that there are other causes 
for anorexia. 


Atony of the digestive tract musculature is a rather 
late, though constant, evidence of B deficiency. This, 
coupled with the impairment of the secretory functions, 
may be a determining factor in loss of hunger sense. If 
these be admitted results of B deficiency, it needs but 
little enthusiasm at least to wonder whether digestive 
upsets and colitis may also be so caused. And to 
these, it continues to be easy to add as their sequences: 
eructations, flatus, headache, visceroptosis, loss of 
weight, easy fatigue, asthenia, susceptibility to infec- 
tions and tardy convalescence. 


One could go thus far, but when it is read that B 
deficiency may be a contributory cause of peptic ulcers 
the credulity of the average physician is taxed. Yet 
such relationship would be little more amazing than 
some of the phenomena known to result from deficiency. 
At postmortem study of beriberi victims there is found 
a passive congestion of the abdominal viscera and ecchy- 
moses are common. Such a condition might easily re- 
sult in localized ulcerations. And when it is further 
kept in mind that this vitamin cannot be stored up in 
the body, hence physical impairment must begin with 
the initial deficiency, it must be appreciated that local- 
ized necrosis may obtain, and is not this ulcer? And, 
finally, when one remembers that the nervous system 
is the primary seat of damage of vitamin B deficiency ; 
that this damage spells medullary degeneration with 
fragmentation of the axis cylinder and that the anterior 
horn and posterior spinal ganglia show similar changes, 
it becomes less difficult to sense trophic changes in 
visceral nerves that, clinically, might well be called 
ulcers. 


THE PROBLEM OF RABIES* 


By B. Grayson, M.D.,+ 
and 
Gorpon Hastinos, M.D.,t 
Little Rock, Arkansas 


At an uncertain interval after the bite, usu- 
ally three to eight weeks, the patient becomes 
conscious of irritation, numbness or uneasiness 
about the bitten part, which may have been long 
healed. Melancholia, anxiety, languor, spasms, 
horror, suffocation, weird sleep and ghastly chok- 
ing succeed, and are soon much increased; vio- 
lent convulsions affect the whole body, hide- 
ously distorting the muscles of the face; the red- 
dened eyes are staring and protrude; the swollen 
tongue often hangs out. The patient becomes 
delirious and often maniacal. The slightest stim- 
uli precipitate violent spasms. Attempts to 
drink water, or even the suggestion of water, 
throw the patient into violent, powerful spasms 
of the mouth and throat with chocking and a 
deathly struggle for air. All of these gruesome 
symptoms become aggravated till the sufferer is 
relieved by death.1. The case is hydrophobia, 
the oldest and most dreaded of all diseases, 
recognized as a clinical entity over a thousand 
years before the birth of Christ and shrouded 
throughout the centuries with ridiculous super- 
Stition, witchcraft and ‘insolent ignorance, though 
nurtured and the product of an uncivilized race, 
yet omnipresent and given stimulation and tol- 
eration by civilized man, indeed a discourteous 
tribute. 


Rabies is perpetuated by the canine species 
and is perennially common among all warm 
blooded animals, including man. The palpable 
increase in this country of rabies among animals 
is a subject of serious alarm and may partially 
be attributed to a loss of vision of the great 
horrors of the disease as it affects man. Though 
a menace of widespread distribution, it is en- 
tirely absent in Denmark, Norway, Sweden and 
Australia. England has twice rid itself of the 
disease and Japan has done much to control its 
spread. It is more prevalent where civilization 
is retarded and where poverty prevails. The 
disease is found flourishing in countries like In- 
dia and Russia, yet with similar potentialities in 
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the United States, where obviously acquiescence 
is given its presence and no concerted or effec- 
tive measure adopted to curb its spread. Hun- 
dreds of human lives and thousands of valuable 
animals are needlessly sacrificed to this disease 
at an expense of great human misery and mil- 
lions of dollars. Impetus has been given its dis- 
tribution by modern methods of transportation. 
It is definitely in this country a national prob. 
lem and its tolerance is a reproach to the com- 
munity in which it exists, as well as an example 
of insufficiency of the official health agency hav- 
ing jurisdiction. 

Hydrophobia in man or rabies in animals is 
probably due to a filtrable virus having varying 
degrees of virulence and existing in several 
strains. It is conveyed by contact with diseased 
animals, making its appearance in the saliva 
from two to eight days before the onset of symp- 
toms. It is, as a rule, passed on to human sub- 
jects by bites of rabid animals, though remotely 
possible (less than one per thousand*) through 
their licking of the broken and oftentimes ul- 
cerated skin. Milk from infected animals con- 
tains the virus, though no authenticated case of 
the disease has ever been so attributed. The 
human ingestion of this product need cause no 
alarm* unless exceptional circumstances are en- 
countered. The mere presence of infected saliva 
on a healthy skin seems incapable of causing in- 
fection.» It is quite possible, however, for mi- 
nute abrasions to be present of which the subject 
is unaware, thus affording a feeling of false se- 
curity. The virus when introduced into the 
wound has a predilection for nervous tissue, and 
this it follows to the spinal cord and from thence 
to the brain, where it deals the maximum and in- 
variably fatal mischief. Negri bodies, the nature 
of which is undetermined, are to be found, 
though not constantly, in selective areas of the 
infected brain. Their presence is of specific 
pathognomonic importance, though their absence 
cannot exclude the possibility of infection. 


Fortunately, as in no other disease, the incu- 
bation period is considerably prolonged, though 
quite variable. This may be governed by any of 
several factors, such as (1) virulence of the 
strain; (2) proximity to large nerve trunks oF 
the central nervous system; (3) extent of in- 
jury; (4) physical state of patient; and (5) 
kind of offending animal. The virus multiplies 
slowly in the nerve trunks, thus regulating the 
incubation period, which may be as short as ten 
days in human subjects, or as long as a year or 
more, with an average of six to eight weeks. 
In dogs and cats the incubation time averages 
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from fifteen to thirty days, though it may be as 
short as seven days or prolonged for a year. 
One of us (G.H.) has recently observed two 
dogs develop the disease in seven and nine days, 
respectively. Both of these animals were recip- 
ients of head wounds, one of which was suffi- 
ciently severe to constitute a direct inoculation 
of the virus into the brain cavity. Mitcham,® a 
Little Rock veterinarian, has authentic records 
of many animals in which symptoms developed 
as early as the seventh day. 


Because of the prolonged latent period, there 
is, as a rule, ample time to produce an artificial 
immunity before the incubation period of the 
disease is completed. Several effective active 
immunizing products are available, all of which 
have their virtues and advocates. One contains 
living, though attenuated, fixed virus either as 
originally presented by Pasteur or mortified by 
Harris e¢ al.; another, more recent, contains pre- 
sumably a killed virus (Semple e¢ al.) and is rap- 
idly supplanting the original Pasteur product. 
The New York Department of Health has used 
extensively biologicals of the two general classes 
with the following results:* 10,000 cases given 
living virus with a failure incidence of 0.25 per 
cent; 5,000 cases given dead virus with a failure 
incidence of 0.1 per cent. Flat failure in treat- 
ment practically never occurs, though efficiency 
is adversely affected in cases in which an exces- 
sive amount of virus is implanted, in those with 
severe wounds about the head and face and the 
too frequently met case in which precious mo- 
ments have lapsed before treatment is instituted. 
In each instance it is often advisable to adminis- 
ter two inoculations daily for the first three or 
four days. It must be remembered, however, that 
undesirable treatment sequelae are more frequent 
following radical treatment. Under similar cir- 
cumstances the administration of more than 14 
or 21 doses may at times seem indicated. 


Reactions following treatment are usually of 
no importance. Occasionally (1 in 3,000 accord- 
ing to the experience of Childs,’ of Ohio) treat- 
ment paralysis is encountered. Even though 
this accident is relatively infrequent, the pro- 
miscuous and unnecessary parenteral administra- 
tion of any foreign substance should be avoided. 
Active immunity following prophylactic treat- 
ment is not thought to be induced until approxi- 
mately fifteen days subsequent to the last in- 
jection.’ When induced it is said to remain for 
a period varying from 1 to 2 years.?® The area 
between the two shoulders seems to be the sight 
of choice for the inoculations. Full size dosages 
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are customarily given regardless of age, though 
one observer® advocates one-half size doses to 
all children under the age of four. Experience 
seems to authorize, however, full size doses, since 
it is common knowledge that younger children 
tolerate well practically all commonly used bio- 
logicals. 


Of great importance is effective first aid treat- 
ment of the patient who has been assaulted by 
rabid or presumably rabid animals. Unfortu- 
nately, the average physician utilizes such prep- 
arations as phenol, iodine, alcohol, bichloride of 
mercury or mercurochrome, believing that he has 
effectively sterilized the wound. Ordinary treat- 
ment is practically useless and radical measures 
must be instituted. This procedure is of much 
greater significance in lesions about the face and 
head when the utility of prophylactic vaccine is 
limited. Buchan,’ an English physician, one 
hundred years ago stated: “* * * the bitten 
part should be completely cut out * * *.” To- 
day we advocate excision, exposure and cauteri- 
zation. Every possible effort should be inaugu- 
rated to cauterize completely the wound, thus 
destroying all nerve endings and using fuming 
concentrated nitric acid. This acid has a spe- 
cific action on the virus and has no substitute. 
If necessary, the patient should be anesthetized 
in order that the application may be painless 
and complete. Disadvantages incident to its use 
must be subordinated to thoughts of the disaster 
occasionally encountered. 


The proper management of the offending ani- 
mal should demand much interest. Far too fre- 
quently the culprit is killed, thus destroying op- 
portunity of establishing a diagnosis. The for- 
mation of Negri bodies requires time and even 
then they are frequently absent in positive 
cases. A virus may possibly be sufficiently po- 
tent to kill before the formation of these bodies. 
Occasionally, necessity demands that the animal 
be killed, in which cases care should be exerted 
to prevent damage to the brain. It is preferred 
that a suspected animal be safely isolated and ob- 
served. Should it be infected with rabies, death 
invariably follows and, as a rule, within ten days 
pursuant to the onset of symptoms. The period 
has been, however, considerably prolonged, and 
one observer!® reports an animal living a total of 
eighteen days, an exception rather than the rule. 
Immediately subsequent to the animal’s death it 
should be decapitated, properly packed and for- 
warded without delay to a laboratory for exam- 
ination. Upon failure to discover Negri bodies, 
laboratory animals are found of utility in estab- 
lishing a diagnosis, though the attending delay 
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of from ten to fifteen days may prove hazardous 
and is seldom necessary. Valuable animals, when 
bitten, may be given protective vaccine with 
the hope of producing an immunity sufficiently 
early to avert development of the disease. The 
latent period, depending upon the nature of the 
bite, is occasionally too short to make this of 
practical value. Vaccine when used is customa- 
rily given in six relatively large doses, depending 
upon weight of the animal and other factors. 
The popular ideas that dogs with rabies must 
“slobber at the mouth” and will not drink water 
are untrue, misleading and should be abandoned. 
The report that dogs are frequent carriers of the 
virus without having the disease is likewise un- 
founded."! 


It is entirely possible to prevent epizootics of 
rabies. The disease is entirely preventable, and 
full knowledge of every necessity attending its 
control has been available for centuries. The 
“stray dog” is the primary factor in propagating 
and perpetuating the disease. It is often home- 
less and without an owner, running at large in- 
discriminately and enjoying more natural liberty 
than any other animal. With the excessive 
number of wandering dogs in this country one 
encounters difficulty in explaining why we do 
not have more rabies. The liberty of these ani- 
mals must be restricted. The problem is diffi- 
cult, but not unsurmountable. Overcoming a 
misdirected sympathy for dogs is our chief prob- 
lem. The passage and enforcement of stringent 
and effective dog laws is the only way of eradi- 
cating the disease. Licensing, quarantining, 
leashing, muzzling, vaccination and destruction 
of all vagrant dogs are measures which, if vig- 
orously applied, would eradicate the disease in a 
few months. These measures should be accepted 
as each accessory to the other. To rely on one 
measure alone, as is often advocated by vaccina- 
tion enthusiasts, is to meet with prompt failure. 
Developments in Japan and America, however, 
encourage us to believe that ultimately an ef- 
fective single or multiple dose of vaccine will be 
provided, protecting against all strains and giv- 
ing lasting immunity. Public sentiment must be 
reconciled and made to harmonize with attempts 
to eliminate the disease. Physicians, veterina- 
rians and sanitarians must assume the initiative, 
a challenge the urgency of which would seem to 
demand early acceptance. 
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DISCUSSION (Abstract) 


Dr. T. F. Sellers, Atlanta, Ga.—The question of the 
infectivity of milk of rabid animals is one about which 
there is still much variance of opinion. Remlinger, of 
the Pasteur Institute of Paris, has recently shown that, 
while antirabic virus may be readily demonstrated in 
the macerated mammary gland tissue of rabid animals, 
the milk itself rarely, if ever, contains the virus. Our 
laboratory never advises treatment for those who drink 
the milk of a cow either in the incubation or the active 
stage of the disease. 


Treatment paralysis is exceedingly rare in occurrence 
in our experience. Among over 30,000 antirabic treat- 
ments prepared by a modification of the Hogyes dilution 
method we have had only two cases of what appeared 
to be treatment paralysis. Both cases occurred in chil- 
dren who had previously taken complete courses of anti- 
rabic treatment and who on neither occasion were ac- 
tually bitten by rabid animals, but had only been ex- 
posed by handling suspicious dogs. Incidentally both 
cases recovered completely. In the series of over 30,000 
treatments just referred to, only ten deaths attributable 
either to the treatment or to rabies occurred. 


It is very doubtful indeed if cauterization of the bite 
wounds of rabid animals is of any value. If done, 
however, formalin rather than nitric acid is the reagent 
of choice. Formalin may be painful, but it is more 
efficient as a viricidal agent, is not so destructive to 
tissue, and does not leave unsightly scabs. 


Control measures, such as muzzling or even compul- 
sory immunization of dogs are exceedingly difficult to 
enforce even in large well policed cities. Our only hope 
is in education, the evolution of which will be slow. 
Furthermore, antirabic canine vaccine is by no means 
as efficient as popular opinion would have it. 


We do not encourage any form of prophylactic treat- 
ment for animals bitten by rabid dogs, especially if the 
bites occurred around the head or mouth. Such ani- 
mals should be killed promptly. Death is the only abso- 
lutely reliable preventive of rabies. 


Dr. Felix J. Underwood, Jackson, Miss—The bother 
about the control of rabies in animals is that a mls- 
directed sympathy for dogs has so far prevented the 
passage and enforcement of effective rabies control laws 
and measures. In most of our areas under quarantine, 
from the lack of sympathy and assistance and the show 


( 

4 


Vol. 28 No. 10 


of opposition from some, it would seem that the dogs 
are to be protected rather than the children. In the few 
counties where the quarantines are strictly enforced, 
rabies is quickly brought under control. 

The dodger which the Mississippi State Board of 
Health furnishes to be posted in areas under quarantine 
reads as follows: 


QUARANTINE AGAINST HYDROPHOBIA 
Citizens: 

On account of the presence of rabies (hydrophobia) 
it has become NECESSARY to issue a QUARANTINE. 
Therefore, with the cooperation and authority of the 
Mississippi State Board of Health, I am today issuing 
quarantine and ALL DOGS found running at large, with- 
out a metal muzzle, WILL BE KILLED by any officer 
of the law or his deputy. This quarantine will remain 
in force until further notice. 


This the day of 
County HEALTH 


CHILDREN ARE BEING PROTECTED—NOT DOGS. 


I have in mind a county in Mississippi where the of- 
ficers and citizens gave the health officer 100 per cent 
cooperation and every unmuzzled dog regardless of own- 
ership or breed found running at large was killed. Here 
children, not dogs, were protected. Whereas more than 
thirty treatments had been sent into this area during a 
sixty-day period prior to quarantine, only one treat- 
ment was sent into the area for a like period following 
the raising of the quarantine order. I will admit that 
the dog population had been considerably reduced and 
that public spirited owners of good dogs had their dogs 
immunized and took good care of them. 


A ruling from the Attorney General of the State of 
Mississippi has advised that the boards of supervisors 
of municipalities may appropriate money for the quar- 
antine against rabies, even though it is not provided 
for in the budget, that it is the duty of sheriffs and 
their deputies and police officers of municipalities to 
assist in the enforcement of these regulations, and that 
other persons may be employed if necessary. 

More and more counties are employing special depu- 
ties in order to insure thorough and effective enforce- 
ment of the quarantines. 

The control of rabies in dogs is within the province 
of public health activities because the dog is the principal 
spreader of the disease among human beings as well as 
other animals. And the control of rabies in human 
beings depends upon elimination of the source of infec- 
tion, not the administration of antirabies treatment 
after exposure to infection has occurred. 


The question whether the administration of rabies 
vaccine to dogs before exposure to infection will protect 
the dogs against rabies cannot be answered yes or no. 
It is a relative matter. If a number of dogs, large 
enough to eliminate the element of chance, are given 
the prophylactic treatment and an equal number of 
dogs are not given the treatment, and all are equally 
exposed to possible infection, a larger per cent of the 
untreated dogs will develop rabies than of the treated. 
A factor which must be taken into consideration is the 
severity of the infection. If the dog is badly bitten or 
bitten about the head, there is less chance of the treat- 
ment’s giving sufficient protection to prevent rabies 
than if the injury is slight or not about the head. A 
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second factor is the length of time elapsed between the 
administration of the treatment and the exposure to in- 
fection. Immediately after the administration there is 
no immunity. The degree of immunity gradually in- 
creases and probably reaches its maximum in from four 
to six weeks and then it gradually decreases. Probably 
by the end of a year there is practically no immunity 
at all. Nevertheless, it can be said that the administra- 
tion of the prophylactic treatment is of distinct value 
in preventing rabies among dogs to which it is given. 


Another consideration is that every rabid dog is a 
possible source of infection for several other dogs, and 
that if only a certain proportion of dogs are protected 
by the treatment, it will have a decided influence in 
lessening the spread of the infection. 


A by-product, as one might say, is the fact that the 
man who will take the trouble to have his dog vacci- 
nated will probably take good care of the dog otherwise 
and thus lessen the chance of infection. And, if all un- 
vaccinated dogs were killed on sight, there would be a 
decrease in the spread of the infection. A decrease in 
dog population would be a most important factor in the 
control of rabies. The fewer the dogs the less the 
chance of spreading the infection. 


The prophylactic treatment for dogs is of distinct 
value and should be used as one measure in the control 
of rabies. But the idea should not get abroad that 
this is the only measure necessary. Its limitations should 
be generally recognized, otherwise it will shortly be 
discredited. 

I quote an example of the extreme measures consid- 
ered justifiable in an attempt to eradicate rabies: 

“The wholesale slaughter of all wild animals except 
deer over an area of 192,000 acres in Maine will lose 
at least a part of its element of tragedy in becoming a 
study of the preservation of bird life. When foxes in 
the southwestern part of the State developed rabies, the 
only way seen by the United States Bureau of Biological 
Survey to prevent a widespread epidemic was to kill 
off all animals in the area that could possibly become 
infected. The fact that a great many of the doomed 
animals are those who by nature prey on bird life gives 
the Bureau an opportunity to study the effect that com- 
plete extermination of natural foes will have on the 
game and song birds of the region. In the war against 
such animals as woodchucks, porcupines, squirrels, hares, 
bobcats, bears, skunks and foxes, cyanide gas is being 
used, in addition to the conventional traps.”—Science, 
September 14, 1934. 


Dr. Irving S. Barksdale, Greenville, S. C—My section 
of the country, the northwestern corner of South Caro- 
lina, I sincerely believe is about the worst hotbed of 
rabies in the United States. We have contended with 
epidemic after epidemic of rabies in animals. Not only 
are the dogs, cats, cows and mules going mad, but even 
the rats and mice. In a period of seven years seven 
people have contracted rabies and died within a radius 
of forty miles of the city of Greenville. This deplora- 
ble state of affairs is no doubt due to the lack of con- 
trol methods in Greenville County and to the ignorance 
and indifference of politicians who refuse and fail to 
give the people relief from this great menace to the 
public health. Why, even last year, having been bitten 
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by the “economy bug,” our county delegation actually 
repealed the dog tax until now there are dogs and dogs 
and more dogs running at large over the entire county. 
No thought at all is given to the proper legislation gov- 
erning the collection, impounding, humane destruction 
and inoculation of dogs as is the case within the cor- 
porate limits of the city, where we have practiced these 
procedures which have proven effective for the past 
nine years. However, careful as we may be, it is al- 
ways the uninoculated dog living in the poorer districts 
on the outskirts of the city that is bitten by some mad 
dog running in from the rural sections of the county, 
who either bites or exposes many people. We have 
many cases on record of “dumb” rabies in dogs, with 
the throat and lower jaw affection which leads sympa- 
thetic people to believe that they have a bone in the 
throat. Hoping to extract the “bone” from the ani- 
mal’s throat, almost everyone in a neighborhood reaches 
down for the phantom foreign body, thereby exposing 
himself to a virulent rabies infection. 


Much has been said and written, both pro and con, 
relative to the inoculation of dogs against hydrophobia. 
The administration of thousands of doses of the chloro- 
form-killed Japanese virus has been very effective in 
our hands. A veterinarian friend of mine told me only 
three weeks ago that during 1933 prior to our dog in- 
oculation campaign held in the fall and winter of 1933- 
1934 that he sent on an average of five dog heads a 
week to the State Laboratory in Columbia for examina- 
tion, whereas following the campaign he had only sent 
off five heads during the whole of 1934. 


Just an interesting, but true, story, and I am 
through. One of the boys in one of the grades in a 
school had a pet grey rat which he kept in a cage. 
Almost every day the animal was released to come into 
the school room for the daily petting by all members of 
the class. One day the rat appeared as usual, one of 
the girls picked it up, and suddenly it bit her first on 
one finger and then on the other hand. Examination 
by the State Laboratory showed rabies. 


The owner of the pet rat, feeling sure that he had 
left it in the cage, went to look and found his animal 
alive and well. What had actually happened was that 
the mad, wild rat, not knowing what he was doing, 
went into the classroom where he was mistaken for 
the other one. 


We have had many reports during the past few years 
of cats and dogs with classic symptoms of rabies, but 
with absolutely no visible bite or history of a wound of 
any kind. Moreover, reputable dog owners have vowed 
that they have kept their animals off of the streets 
and at home. With this history, we have concluded 
that the original exposure could have been no other 
than the bite of a rabid rat or mouse whose needle-like 
teeth left no visible wound or scar on the animals that 
went mad. 

Ten years’ experience with epidemics of hydrophobia 
in animals reveals that this disease can be controlled 
only through adequate legislation providing for the 
proper collection, impounding, destruction and inocula- 
tion annually with the chloroform-killed Japanese virus. 
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THE INFANT HYGIENE PROGRAM AND 
THE RELATIONSHIP OF INFANT MOR- 
TALITY TO THE MATERNAL 
HYGIENE PROGRAM* 


AN ANALYSIS OF SEVEN YEARS’ WORK IN WILLIAMSON 
COUNTY, TENNESSEE, 1927-1933 


By W. C. M.D., C.P.H.,t 
Nashville, Tennessee, 
and 
E. L. Bisuop, M.D., C.P.H.,t 
Knoxville, Tennessee 


In the article, “An Outline of the Maternal 
Hygiene Program and the Results of Six Years’ 
Work in Williamson County, Tennessee,” pre- 
sented in 1932 before the Southern Medical As- 
sociation, Section on Public Health, the program 
and results were thought to be of sufficient in- 
terest and importance to justify the bringing 
up-to-date of those data in order that a parallel 
analysis of infant mortality might be made in 
the expectant mother group that did or did not 
receive ante partum nursing care. 


It has been said that the best infant hygiene 
program is an adequate maternal hygiene pro- 
gram. Hence, this study was undertaken with 
the view of determining the effect of the mater- 
nal hygiene and infant hygiene programs upon 
the stillbirth, neonatal and infant death rates. 
The statistics presented for the supervised in- 
fants represent only that group whose mothers 
had antenatal nursing care with the statistics 
for the non-supervised group containing in many 
instances infants who received nursing service, 
but whose mothers did not receive ante partum 
nursing care. It is possible that this latter group 
may have benefited somewhat from the avail- 
able nursing service, nevertheless it was not 
considered with the supervised group since this 
study was intended to bring out only the rela- 
tionship of infant mortality to a more or less 
adequate antenatal hygiene program. The in- 
creased service particularly noted since 1930 
was directly attributable to a special financial 
grant by the Rockefeller Foundation and a lo- 
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cal supplement through which two additional 
nurses were added to the field staff. 


The maternal hygiene program is described in 
the September, 1933, issue of the SOUTHERN 
MEDICAL JOURNAL, in which the original ante- 
natal hygiene program of Williamson County 
was outlined and six years’ work analyzed. 


INFANT HYGIENE PROGRAM 


The actual nursing care of the infant for the 
first month coincides with visits made to the 
mother for postpartum. care unless more fre- 
quent visits are necessary; thus, the mothers of 
the group under consideration received antepar- 
tum and postpartum service and the child was 
carried under nursing supervision from birth. 


The program was essentially as follows: 


The first two visits include weighing and 
measuring, inspection and indicated care of cord 
and application of a dry sterile dressing, in- 
structions regarding regular breast feeding every 
four hours during the day unless otherwise or- 
dered (the child to be awakened for day feed- 
ings if necessary), the giving of cool, boiled wa- 
ter at least twice daily between feedings. The 
baby is regularly put to the breast before lac- 
teal secretion begins. 

The baby’s eyes are washed gently with sterile 
water if there is a redness. If there is a suspi- 
cious discharge or secretion, the usual care is 
given and the physician in charge notified im- 
mediately. 

Temperature is usually taken on the first visit 
and afterwards when indicated. 

The nurse insists that the baby have a sepa- 
rate bed, that unnecessary handling be avoided, 
the room kept properly ventilated, and the baby 
protected from flies and mosquitoes. 

Clothing changes should be made to suit the 
weather. 


Regular habit formation is stressed. 

_ Diphtheria immunization at six months of age 
is urged and smallpox vaccination insisted upon 
before the child reaches its first birthday. 

The mother is urged to have the well baby 
examined regularly by the family physician and 
not to take the baby in any home or place where 
there are known or suspected communicable dis- 
eases, including common colds. 

The nurse does not prescribe feeding formu- 
lae, but demonstrates the preparation of feeding 
formulae when requested by the physician. Diet 
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slips, approved by the Tennessee Academy of 
Pediatrics, are not routinely distributed by the 
nurse. However, these are selectively distrib- 
uted by the health officer to the mothers of in- 
fants, attending the well-baby clinics conducted 
by the county health department. 


After the first month, field nursing routine 
provides for a home visit each month until the 
child is six months of age, following which one 
visit is made each quarter until the child reaches 
one year of age. After one year of age, an ef- 
fort is made to reach the child at least every 
six months until the third birthday. The baby 
is routinely weighed on all visits during the first 
year and after that period weighing is stressed 
in order that the mother may be impressed with 
the necessity of regular increase in the child’s 
weight and the observation of nutritional condi- 
tions. 


If the birth has not been registered by the 
time of the second visit, the nurse explains the 
value of birth registration and aids in the nec- 
essary procedure to secure registration. 


Nursing visits to the sick child, as a rule, are 
made only upon request of the physician in 
charge and for the purpose of carrying out the 
physician’s instructions and explaining to the 
mother nursing care, which may include bath- 
ing, keeping of temperature chart, preparation 
of feeding formula, and so on. 


Program Results—According to Table 1 of 
our data published in 1933, 1,417, or 42.8 per 


Table 3 
ANNUAL STILLBIRTH RATES 
WILLIAMSON COUNTY, TENNESSEE, 1927-1933 


(A) Prenatals under supervision of County Health Depart- 
ment 

(B) Prenatals non-supervised by the County Health Depart- 
ment. 

(C) State of Tennessee at large. 


(A) Supervised (B) Non-supervised 
Prenatals Prena 
Stillbirths -| Stillbirths 
° © 
2 S| 
1927 44 0 0 363 19 52.9 41.5 
1928 51 0 0 411 16 38.9 39.3 
1929 109 0 0 325 10 30.8 50.4 
1930 217 6 27.6 298 5 16.8 50.7 
1931 301 6 19.9 180 9 50.0 45.6 
1932 332 6 18.1 116 11 94.8 43.8 
1933 363 5 13.8 199 9 45.2 42.9 
Totals 1417 23 16.2 1892 79 41.8 44.9 
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cent of the total births reported in Williamson 
County, 1927-1933, received prenatal supervi- 
sion. Table 3 has been prepared to show the 
stillbirth rate among the supervised group, the 
non-supervised group, and for the State of Ten- 
nessee. 

Table 3 shows that the supervised group, rep- 
resenting 42.8 per cent of the total reported 
births, had a mean annual stillbirth rate of 16.2 
per 1,000 births during the period, 1927-1933. 
The stillbirth rates in the non-supervised group 
and the State at large were 41.8 and 44.9, re- 
spectively. The rate ratio is 2.6 greater in the 
non-supervised and 2.8 greater in the State at 
large than in the supervised group. 

Table 4 has been prepared to show the neo- 
natal death rates in the supervised and non- 
supervised groups of Williamson County and for 
the State of Tennessee. 

An analysis of Table 4 shows that the mean 
annual neonatal death rate in the group whose 
mothers received nursing supervision was 17.6 
per 1,000 births with rates of 39.6 and 37.5 pre- 
vailing for the non-supervised Williamson County 
group and the State at large, respectively. The 
ratio is 2.3 greater in the non-supervised and 2.1 
greater in the State at large than in the super- 
vised group. 

Table 5 was prepared to show the annual in- 
fant mortality rates (under one year of age) in 
the supervised and non-supervised groups of Wil- 


Table 4 
ANNUAL NEONATAL DEATH RATES 
WILLIAMSON COUNTY, TENNESSEE, 1927-1933 


(A) Prenatals under supervision of County Health Depart- 
ment. 
(B) Prenatals non-supervised by County Health Department. 


(C) State of Tennessee at large. 
| (A) Supervised 


(B) Non-supervised 
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Prenatals Prenatals 
— — (C) 
Neonatal Neonatal 
| | - Deaths | | Deaths 
1927 44 0 0 363 8 22.0 37.0 
1928 51 0 0 411 12 29.2 39.0 
1929 109 1 9.2 325 9 27.7 38.7 
1930 217 2 9.2 298 5 16.8 38.4 
1931 301 5 16.6 180 8 44.4 34.5 
1932 332 6 18.1 116 7 60.3 35.9 
1933 363 11 30.3 199 7 35.2 38.6 
Totals 1417 25 17.6 1892 56 39.6 37.5 
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Table 5 
ANNUAL INFANT DEATH RATES 
WILLIAMSON COUNTY, TENNESSEE, 1927-1933 


(A) Prenatals under supervision of County Health Depart- 
ment. 

(B) Prenatals non-supervised by County Health Department. 

(C) State of Tennessee at large. 


(A) Supervised | (B) Non-supervised 
Prenatals | Prenatals 
(C) 
| Infant Infant 
Deaths Deaths 

o§ 3 3 3 

1927 44 0 0 363 23 63.4 22 
1928 51 1) 0 411 20 48.7 78.0 
1929 109 1 9.2 325 17 52.3 75.3 
1930 217 2 9.2 298 15 50.3 74.9 
1931 301 8 26.6 180 10 55.6 66.7 
1932 332 9 27.1 116 15 129.3 67.6 
1933 363 13 35.8 199 12 60.3 69.1 
Totals 1417 33 23.3 1892 112 59.3 71.9 


liamson County and for the State of Tennessee 
(neonatal deaths are included). 


The mean annual infant mortality rate for 
the group whose mothers received prenatal su- 
pervision was 23.3 per 1,000 live births, whereas 
the rates in the non-supervised group and the 
State at large were 59.3 and 71.9, respectively. 
It should be recalled at this time that with few 
exceptions the infant hygiene program in the 
supervised group was in reality a continuation 
of the maternal hygiene program. The ratio of 
infant mortality is 2.5 greater in the non-super- 
vised and 3.1 greater in the State at large than 
in the supervised group. 


Table 6 illustrates infant ‘deaths by cause in 


Table 6 


INFANT DEATHS BY CAUSE (U. S. CENSUS BUREAU) IN 
SUPERVISED AND NON-SUPERVISED MATERNAL 
HYGIENE CASES, WILLIAMSON COUNTY, 
TENNESSEE, 1927-1933 

Non-super- 
Supervised vised 
Infectious diseases (1-44, excl. 11, 23, 
Respiratory ‘diseases 23: 32A, 104- 


Gastro-intestinal (119, 118)_ 
Malformations and infancy 
4 
Premature birth (159) 5 
Injury at birth (160)... ees 2 
Others under this asi, 158, 
161) 7 12 
5 


= 


All other ‘specific causes... 


Ill-defined or unknown causes (199, 200) 27 

Total maternal cases 1417 1892 
Group rate per 1,000 live births. 23.3 59.3 
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the supervised and non-supervised maternal hy- 
giene cases, the death certificate codings being 
in accordance with the revised United States 
Census Bureau coding. 


It is of some interest to note that in Table 6 
the infectious disease and respiratory rate is six 
times greater in the non-supervised than in the 
supervised group; a ratio of twelve to one pre- 
vails for gastro-intestinal conditions; 2.8 to 1 
for premature birth; and 2.2 to 1 for conditions 
classified as deaths in early infancy. The ill- 
defined and unknown causes’ ratio is 3.4 to 1. 
An analysis of deaths from infectious diseases 
shows no deaths in the supervised with one death 
in the non-supervised group from measles; no 
deaths in the supervised with five deaths in the 
non-supervised from whooping cough; three 
deaths in the supervised and twelve deaths in 
the non-supervised from influenza. The only 
reported death from syphilis was in the super- 
vised group. 

In considering the group receiving nursing 
supervision, it should be recalled that where the 
mother was routinely visiting her family physi- 
cian, the nursing service was less intensive and 
nursing visits were made largely for the purpose 
of demonstration. While the group under super- 
vision has not been classified as to social and 
economic status, it is felt that during the past 
four years, during which time prenatal care was 
received by 59 per cent of the mothers, the 
births of whose babies were reported, the su- 
pervised group was made up of about 25 per 
cent of the persons classified as above-average 
economically with the remaining 75 per cent be- 
ing in the average or below-average group. 


The preceding tables have been subjected to 
a statistical analysis and the report given was 
that the figures were significantly in favor of 
the supervised group. No attempt was made to 
separate the supervised and non-supervised by 
color, as statistical records for the period showed 
the negro infant death rate to be slightly below 
that of the white race. 


In my personal opinion, this study conclu- 
sively demonstrates the value of coordinated ef- 
fort of physicians and public health personnel 
and proves that such a rural program is mutually 
satisfactory and helpful to all concerned. 
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INFLAMMATION OF THE UTERINE 
CERVIX* 


By H. W. Kostmayer, M.D., 
New Orleans, Louisiana 


The cervix uteri brings to me about half of 
my office patients and nearly three-fourths of 
the patients who make more than two office 
visits. Academic discussions of the anatomy 
and histopathology are available in all texts, so 
they are omitted here. I propose to set forth 
merely the clinical aspects of the problem as 
they arise in office practice. 


The three types of cervical abnormality from 
the standpoint of etiology, which make up al- 
most the entire number of cases, are the gonor- 
rheal, the post-partal and the senile, or post- 
menopausal. The first two are naturally di- 
vided into the acute and chronic forms. The 
acute cervix can, I believe, be dismissed with 
brief mention, for it seems almost universally 
accepted that treatment of the acutely inflamed 
cervix by other than rest and douches not only 
does not benefit the condition, but may pro- 
voke serious dissemination of the infection. 
The chronic infections may nearly always be 
found to fall into two groups, namely: the 
everted and eroded cervix, with or without en- 
largement of the part, but always softer than 
normal, and the firm or hard cervix, with or 
without eversion and erosion. From the stand- 
point of treatment the consistency of the cervix 
is important, for hardness indicates fibrous tis- 
sue change and precludes the possibility of res- 
toration by the less radical measures. In the 
gonorrheal cases especially, but in all types less 
frequently, we must consider, of course, the 
pathologic changes in the structures above the 
cervix. 

The most constant symptom of cervical in- 
fection is leukorrhea, though I am frequently 
consulted for nothing but pruritus vulvae, the 
patient insisting that there is no vaginal dis- 
charge, only to find a badly diseased cervix. 
Often there is pelvic pain, backache and general 
malaise. Whether or not the cervix acts as a 
focus of infection in the usually accepted mean- 
ing of the phrase is always a subject for debate. 


*Read in Clinical Session, Obstetrics and Gynecology, Southern 
Medical Association, Twenty-Eighth Annual Meeting, San An- 
tonio, Texas, November 13-16, 1934. 
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While it seems to me an exaggeration to speak 
of this structure as “the pelvic tonsil,” I have 
on more than one occasion relieved pains in the 
arms or knees and headaches by cleaning up a 
cervical infection after an internist had ex- 
hausted all other possible foci of infection. Ste- 
rility is frequently due to cervical infection. 


The advent of electrical conization, with its 
great merit in selected cases, has had the effect 
of making too many of us discard less radical but 
very dependable methods of treatment. Certain 
principles underly the treatment of infections in 
general, and these, with suitable modifications, 
may be successfully adapted to the treatment 
of infections in the cervix uteri. Raising the 
resistance of the patient, antiseptics, drainage 
and heat have not been abandoned for treating 
infections elsewhere in the body, nor do I find it 
expedient to abandon these agents in cervical 
infections. 


The resistance of the patient may be improved 
by the avoidance of fatigue or over-exertion; by 
proper attention to the gastro-intestinal canal 
as to intake and evacuation; and by the use of 
non-specific proteins as vaccinations. 


Antiseptics probably play only a minor role, 
as they cannot penetrate to the deeply seated 
tortuous glands, but they can and do reach sur- 
face organisms. I still use tincture of iodine, 
merthiolate, silver nitrate, and, in the senile 
cases, pyroligneous acid. Hypodermic injections 
of antiseptics deep into the cervix is highly 
recommended, but my experience with it is too 
limited to allow comment. 


Drainage is facilitated by the use of glycerin, 
douches, dilatation and the cautery. 


Heat is applied through douches, the Elliott 
apparatus, or diathermy. 


With this rather rambling preamble, I wish 
to outline a method of dealing with infected 
cervices which gives me excellent results. If it 
is slow this is compensated for by the absence 
of disability to the patient and the saving of 
tissue. 


A complete investigation of the patient, with 
special reference to the possibility of infection in 
the urinary tract, must of course precede treat- 
ment of the cervix. Carcinoma of the cervix 
must always be kept in mind. 
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With the cervix exposed by a speculum, 
smears are made for microscopic diagnosis, after 
which all secretions are mopped away. Often 
viscid endo-cervical mucus will come away with 
applications saturated with a preparation resem- 
bling stomach juice when all else fails. An or- 
ganic mercury antiseptic is now applied well 
into the cervical canal and the vagina is packed 
with a cotton tampon saturated with glycerin. 
This tampon is to be removed next day and a 
hot saline douche taken, to be repeated at bed- 
time and again the following forenoon. On 
this day the patient returns to the office, and 
at this time cysts are punctured with a scalpel 
and their cavities painted with 10 per cent silver 
nitrate. All everted and eroded areas are also 
touched with 10 per cent silver nitrate. The 
following day douches are resumed, after which 
these treatments are repeated as_ indicated. 
Whenever the cervix appears stenosed to any 
degree, or whenever improvement lags, gentle 
dilatation is done at each treatment, organic 
mercury antiseptic being applied to the cervical 
canal before and after each dilatation. In Neis- 
serian infections 5 per cent silver is routinely 
used in the canal instead of mercury. Should 
this not result in progressive improvement, the 
cautery is used. This is done after the manner 
of Hunner, after dilatation, the fine-tip point 
at cherry-red heat being buried deep in the 
cervical tissue and withdrawn slowly, thus cut- 
ting a trench, as it were, in some three or four 
areas around the cervical canal. Ten days later 
the patient calls again, when sloughs are gently 
mopped with applicators dipped in acetone, care 
being taken not to have an excess escape on to 
the vaginal walls. In an occasional case, all evi- 
dence of inflammation will subside except a mild 
discharge from within the cervical canal. This 
can usually be relieved by applying pure phenol 
on an applcator, the vaginal wall being pro- 
tected by gauze dipped in alcohol. After a few 
minutes, the phenol is neutralized by alcohol. 
This failing, diathermy is resorted to, success- 
fully in the few cases in my own experience. 
The Elliott apparatus is a distinct aid in mul- 
tiparae, especially where other parts of the gen- 
ital organs are involved. Cauterization may 
repeated in from four to six weeks, and even 
again after a like interval, though a third time 
is very rarely necessary. 


When the above plan fails completely to re- 
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lieve, electrical conization, surgical conization 
(Stiirmdorf operation) or amputation remain. 
If the cervix now be soft to palpation without 
deep lacerations, conization by the Hyams tech- 
nic or the surgical conization of Stiirmdorf are 
indicated. The former is usually an office pro- 
cedure and apparently is destined to supplant 
the latter. If the cervix be hard, with or with- 
out lacerations, or if extensive lacerations are 
present, no matter what the consistency of the 
cervix may be, nothing but amputation will suf- 
fice for complete cure. Laceration has been 
given but scant mention, for it is the infection 
always and the laceration very rarely which pro- 
duces altered function. 


The senile type, which is often the underlying 
cause of senile vaginitis, has been relieved by 
me only by gentle but frequent cervical dilata- 
tion. I always pass a mercury antiseptic into 
the canal before and after dilatation and paint 
the vaginal cervix and walls with pyroligneous 
acid. The patient is instructed to anoint the 
vagina and vulva with an anesthetic cream or 
ointment. 


The promptest results are seen in the recent 
post-partal cases, with edematous and mildly 
everted cervices, and in cases associated with 
pruritus vulvae. The long-standing Neisserian 
cases yield most grudgingly, trying the patience 
of both the victim and her physician. Senile 
cases are prone to recurrent attacks even after 
months of apparent cure. 


These procedures are merely a_ satisfactory 
adaptation of some of the many suggestions 
from a multitude of sources. You will observe, 
I am sure, that at the beginning is the oldest, 
the glycerin tampon, and at the end is the young- 
est method, electrical conization. I have no 
apology to make for using the former, a tried 
and true friend, and no desire to decry the lat- 
ter, a bold procedure, and a most effective one 
where indicated. 


The burden of this contribution to the clinical 
program is this: the more radical procedures 
may always be deferred with no risk to the pa- 
tient, while it is surprising how often the old 
homely remedies will suffice. The consistency 
of the cervix is, to me, the most important one 


factor in deciding for or against radical treat- 
ment. 
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THE PROGNOSIS OF SYPHILIS* 


By C. P. Bonpurant, M.D.,t 
Oklahoma City, Oklahoma 


I appreciate the extraordinary difficulties be- 
setting the presentation of a subject every as- 
pect of which has been aptly considered by men 
who have brought to the task a combination of 
learning and literary skill. As dermatologists 
and syphilologists, we are now confronted with 
a serious problem. The rapid advance which 
came with the newer pathology and therapy of 
syphilis has slowed almost to a standstill. Fol- 
lowing the attainments of Schaudin, Wasser- 
mann, Naguchi and Ehrlich, great accomplish- 
ments in diagnosis and treatment were recorded 
and a deep reverence for these mighty minds 
was engendered in all medical thought. The 
splendid work which has developed from this era 
of medical advancement enables us to save a 
certain percentage of patients; but further ac- 
complishments in this respect depend upon fac- 
tors in the management of syphilitic patients 
other than their chemical needs. 

The extensive and inaccurate propaganda re- 
garding the seriousness of the infection of syph- 
ilis plays no small part in the prognosis of the 
given case. The lay public in general has a 
superficial knowledge of its nature and effects, 
and this knowledge is often misleading and af- 
fords impressions which may do much to com- 
plicate the management of the syphilitic. Then, 
it behooves the physician to formulate and pre- 
sent this information properly to the public in 
order that it may aid rather than retard the 
general prognosis of this great infection. A 
chapter on this subject might well be included 
in the medical essays now given by physicians 
for the laity. 

When the patient recovers from the physi- 
cian’s startling diagnosis his next reaction is to 
ask many questions concerning what the future 
holds for him; what are his chances of a cure, 
the duration of treatment, the possibilities of 
developing the many sequelae which he has 
been taught to associate with his disease, shall he 
ever marry and will he be capable of a healthy 
progeny, how long is he contagious and can he 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Eighth Annual Meeting, San An- 
tonio, Texas, November 13-16, 1934 


¢Instructor in Dermatology, University of Oklahoma School of 
Medicine. 
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work while being treated? These usual ques- 
tions and many others confront all physicians 
who have to do with the treatment of syphilis. 
These patients not only understand how to shape 
questions, but they have an uncanny memory 
for what is told them. The physician will be 
asked to solve these problems of prognosis and 
to solve them without hesitation; otherwise, his 
already anxious patient may distrust his sin- 
cerity. A thorough treatment and a favorable 
prognosis are dependent upon the outstanding 
essentials of confidence and absolute trust in 
the physician. The patient must be made to 
understand that the complete responsibility for 
a good prognosis is a dual factor, each part of 
which forms a chapter of great importance; and, 
since the destiny of the syphilitic is closely as- 
sociated with the thoroughness of his treatment, 
the absolute cooperation between the physician 
and the patient is essential. There are many 
things on the side of either that may alter this. 
What should be the attitude of the physician 
concerning the moral issue of his patient? I 
fully agree with the conception that a physician 
should never encourage immorality, that it is 
his duty to prevent it whenever he can; but it 
is dangerous for him to constitute himself a 
judge of his patient’s morals. As soon as an 
individual has become infected with syphilis, 
even if it be by his own indiscretion, and has 
been accepted for management by the physi- 
cian, he is entitled to the same courteous and 
sympathetic consideration which is accorded a 
patient with a more patrician disease. A criti- 
cal and suggestive attitude on the part of the 
physician in this respect has caused a great num- 
ber of sensitive patients to discontinue their 
treatment and thus greatly injure their chances 
of recovery. Whenever a syphilitic patient 
changes his physician, for one reason or another, 
he has taken an unwise step. It is true that 
syphilitic patients many times make themselves 
disgusting and repulsive by their moral deprav- 
ity and shameless personalities and would be 
undesirable without their syphilis. A physician 
who refused to treat them could hardly be cen- 
sured. On the other hand, to mark a syphilitic 
as an outcast, as an impious and undesirable 
individual, is bad medicine and not in keeping 
with the moral code. Had it been possible in 
the beginning to deal out syphilis in direct pro- 
portion to immorality and excess, the attitude 
would be justified; but, in fact, the greatest 
sufferers from this disease are far from being 
the greatest sinners. Their lot many times is 
quite severe for the indiscretion committed. 
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One would hardly refuse his sympathy and kind- 
ness to those innocently infected with syphilis, 
However, many of those responsible for their 
own misfortune are as deserving of the physi- 
cian’s consolation so richly bestowed upon those 
afflicted with other disease. 


The medical information concerning the prog- 
nosis of syphilis is unfortunately not accurate. 
This is due mainly to the fact that physicians 
see only that phase of the disease occurring in 
their particular field and few have the opportu- 
nity to follow the disease through the entire 
course of clinical possibilities. The ideas con- 
cerning this phase of prognosis, then, are formed 
only from observation of a part of the infection 
and the individual as a whole considered with 
all of his syphilis is lost sight of. Our only 
method is by piecing together observations from 
special fields of medicine in order that we may 
obtain our somewhat incorrect or distorted opin- 
ions. The available vital statistics are of little 
help since the truth is not often told on death 
certificates. The relationship of cause and ef- 
fect, due to the long duration of the disease, is 
often lost sight of on the one hand and, on the 
other, the secret must be kept. 


We may pause here to consider the attitude 
of the pathologist toward the prognosis of syph- 
ilis. Due to the fact that individuals in the 
fourth to the sixth decade of life die from syphi- 
lis as the result of cardiovascular, renal and 
hepatic disease, not clinically recognized as syph- 
ilis, the pathologist has formulated a discourag- 
ing attitude. Symmers’ statistics at Bellevue 
recorded 314 cases in 4,880 autopsies, or 6.5 per 
cent. In a like study at Ann Arbor, Warthin 
found the disease present in 40 per cent of cases 
studied. There is no doubt that the work of 
Warthin in his wide experience has called justi- 
fied attention to syphilis as a killing disease. I 
am sure that we shall all agree that further 
pathological studies are needed to correlate the 
factors of treatment, natural resistance and du- 
ration of syphilis. 

Prognosis from the standpoint of the serolo- 
gist brings difficulties unparalleled in the other 
groups. A luetic with a negative serum may 
be in serious danger; whereas, the patient with 
positive findings may finish an uneventful span 
of life. We could spend much time here, as 
this brings up many interesting possibilities. 

The clinician’s concept of prognosis is based 
upon the value of observation of the living or- 
ganism. To convince certain pathologists that 
syphilis can ever be cured would be impossible. 
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I am of the conviction that it would be unwise 
and bad judgment to predict the outcome of a 
luetic infection seen at an early stage and 
treated by modern methods from the strict con- 
ception of the pathologist. It is fortunate that 
all patients infected with syphilis do not die of 
it. We are forced to rely for proof of cure 
upon the Wassermann reaction with other labo- 
ratory considerations, interpreted and controlled 
by the clinician; also upon the prolonged ab- 
sence of clinical symptoms and the occurrence of 
second infections. It would be difficult to con- 
vince the experienced clinician that syphilis 
treated at the proper time and in the right man- 
ner cannot be cured. It is highly desirable in 
the light of prognosis that the victim be advised 
by the clinician and thereby spared a lifetime 
of anxiety and fear by his sane counsel. ' He is 
cured, marries, and has healthy children, if he 
is fortunate enough to fall into the hands of a 
physician equipped with modern tools and the 
knowledge of how they should be used. 

The effect of syphilis upon the length of life 
is a much debated subject. The age at which 
the patient is infected enters prominently into 
the question of possible developments. The 
prognosis of early infection is quite different in 
early life and in the aged. One nearing the 
end of life has little need for fear of the serious 
complications of old syphilis. The other, with 
a long expectancy, must have energetic treat- 
ment to insure his future to the best advantage. 
The individual in either case, however, must be 
studied. Since syphilis is a disease with a seem- 
ing predilection for the vascular system which 
frequently results in hepatic and nervous disor- 
ders, all of which shorten life, it is found to 
produce a considerable lowering of the average 
length of life of the luetic as a class. Our best 
figures on this subject are available from life 
insurance studies. From this source there have 
been compiled and published statistics covering 
the vast number of 25,500 cases of all ages and 
from all companies. From this we can estimate 
fairly well the gross meaning of syphilis as re- 
lated to life expectancy. Among these 25,500 
cases there were 328 actual deaths while the 
expected was 192.82, giving an excess mortality 
of nearly 70 per cent. In a direct communica- 
tion from the Home Life Insurance Company, 
of New York, some interesting information was 
obtained. Much of the value attached lies in 
the fact that most of the cases studied have 
been subjected to the more recent forms of 
treatment. Unfortunately the report is too long 
to include it here. In a study of a combination 
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of all the data in this class, the death rate from 
tuberculosis of the lungs, where syphilis was a 
coexisting disease, was two and one-half times 
normal; from pneumonia, two times normal; and 
from cancer, one and three-fourths times nor- 
mal. In the substandard material there was a 
clearly increasing relative mortality as the dura- 
tion advanced. In the combination of all data 
dealing with syphilis, the death rate from 
Bright’s disease was twice the normal; tubercu- 
losis, pneumonia and cancer, one and _three- 
fourths normal; while death from accident was 
only one and one-fourth times normal. The 
mortality was heavier in the younger ages at 
issue and increased with the duration of the 
disease. This tends to confirm the belief that 
the virulent effects of this disease are deferred. 


When the artificial factor of treatment is 
weighed in the light of general prognosis it is 
seen to exert a great influence. We find that 
this is one of tiie few diseases in which specific 
medication may claim to exert a greater influ- 
ence than that exerted by natural body resist- 
ance. This factor of treatment may be consid- 
ered in its relation to the two great periods 
recognized in the pathology of syphilis; the 
early and the late stages. It has long been an 
accepted principle that the earlier the treatment 
is begun after the diagnosis is established, the 
better is the prognosis. In this respect, then, 
we cannot too strongly urge the physician to 
make use of all the available means to aid early 
diagnosis. I believe that we can all agree with 
one modern teacher who frankly states that if 
medical students were taught the proper use 
of the microscope, the local and blood Wasser- 
mann reactions, they would be much safer serv- 
ants of the public than with the old equipment 
of half truth about induration, erosion, painless- 
ness, and so on. Diagnosis now may be accepted 
as a laboratory consideration, and with early 
diagnosis, then, we are afforded our great chance. 
In the early stage, with correct and heavy treat- 
ment, the disease can be quickly and radically 
cured, and the future of the patient assured. A 
word of warning concerning further prognosis 
would not be amiss in the consideration of abor- 
tive cures. I feel that there is no such thing, 
and an early diagnosis should excuse the patient 
from none of the treatment generally outlined 
in an early case; and this early diagnosis should 
aid the patient only in the security which it may 
afford his future health. 

As has already been mentioned, there are 
many things closely associated with the manage- 
ment of early syphilis that greatly affect the 
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prognosis. Important among these is a thor- 
ough understanding of the patient himself, with 
all of his desires, aversions and peculiarities; his 
ability to live with his syphilis, and whether or 
not he can carry out treatment as planned for 
him. In all syphilis, and especially in early 
syphilis, the element of natural resistance and 
the ability to produce immunity is of great im- 
portance. In this early stage some immunity 
can be made, and it behooves the physician to 
give the patient the benefit of it. Two years 
ago, before this Association, I called attention to 
the Herxheimer reaction as an aid to treatment 
and reported a series of early cases. Further 
observation finds that these patients follow the 
same trend concerning prognosis. It has been 
taught since the advent of specific medication 
in syphilis to avoid what has been called thera- 
peutic shock, the Herxheimer reaction. You will 
remember that in this series of early cases this 
reaction was purposely produced and found to 
be of much benefit. It is accepted as an im- 
munological principle that dead bacteria in the 
system liberate endotoxins or antigens, which in 
turn stimulate the production of antibodies, this 
constituting the basic principle of vaccine ther- 
apy. Then, in the case of early syphilis when 
the body is literally loaded with spirochetes, if 
the patient is given a dose of arsphenamine 
large enough to produce a Herxheimer reaction, 
to kill enough of his own spirochetes to give 
him a sharp bodily reaction, he can be made to 
vaccinate himself, so to speak, against his own 
disease. He will have a mild chill, a fever, and 
the same type of reaction that is seen when a 
patient is given a large dose of dead typhoid 
bacteria, the accepted method of typhoid vacci- 
nation. I find these patients have fewer com- 
plications and become negative sooner than 
those treated as previously taught. Theoretical 
consideration suggests this to be practical and 
clinical experience teaches it to be correct. We 
should not confuse this principle with the treat- 
ment of late syphilis. With equal surety the 
Herxheimer reaction should be avoided, as the 
basic pathology is entirely different. Subse- 
quent treatment of early syphilis should not be 
altered, as this principle is only an aid; and the 
complete treatment should be vigorous, as it is 
at this time that the basis of the cure is made. 
In general the study of the prognosis of late 
syphilis is a much more discouraging chapter. 
Here we enter when the disease has already 
brought destruction and the location and ex- 
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tent of the process has much to do with fu- 
ture expectations. A safe rule here is to go 
slow and observe much. In this stage, we must 
forget the syphilis and treat the individual. 
Much has been written about the normal syph- 
ilitic, and it is common to meet a patient 
who was getting along nicely until his treatment 
was started. The cure at best is dubious and to 
treat these patients with the idea of securing a 
negative serum reaction is only misleading. The 
best results may be expected following the use 
of drugs of low spirocheticidal index: mercury, 
bismuth, the iodides, and arsenic, late, if ever. 
Many lesions of late syphilis heal with the 
greatest kindness, but when the active process 
is situated in the heart, the liver, or other vital 
structures, the response to treatment is some- 
times unfavorable. In the nervous system, prog- 
nosis is again discouraging. It has often been 
said that any man who develops an Argyll-Rob- 
ertson pupil is in serious trouble. The greatest 
aid to favorable prognosis in this respect is an 
early diagnosis and, in this connection, the Was- 
sermann reaction of the spinal fluid is of much 
value. There is nothing more horrible than a 
true picture of paresis. In this group we have 
been aided much lately by the recent advances 
in fever therapy, but at best the outlook is piti- 
ful. The future of the true tabetic is not so 
dark. Here again diagnosis is the saving step. 
Failing light reflexes precede symptoms. by 
years and pain is far ahead of the loss of the 
reflex arc. Treatment promises much when 
started early in this group. 

The ideal patient to resist syphilis is the in- 
dividual of sound body and good physical in- 
heritance who lives a rational life. There is no 
doubt that natural resistance is variable and does 
exist; but the patients in whom we usually see 
the most vicious syphilis are our dissipated vag- 
abonds, the reckless man about town without 
domestic obligations or the sense of responsi- 
bility for them, who has not the intelligence or 
the will to follow instructions. When he reaches 
middle life his syphilis produces destruction in 
his central nervous system, his arteries, liver, or 
other important structures and he pays for his 
indiscretions. The great Osler put syphilis down 
as first among all the medical causes of death. 
At best, then, the future of the syphilitic is 
studied with anxiety and, for the best results in 
his management, his physician must not only be 
acquainted with the mechanics of medication, 
but must have that wisdom of understanding 
which is God’s chiefest gift to man. 
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THE IMPORTANCE OF PSYCHIATRIC EX- 
AMINATION IN THE EVALUATION 
OF HEAD INJURY SEQUELAE* 


By Titus H. Harris, M.D., 
and 
A. Hauser, M.D., 
Galveston, Texas 


Head injury sequelae commonly occur, in a 
large number of patients, following head trauma. 
With the increasing frequency of accidents of 
all types, it is likely that these sequelae also 
will appear more often in the future. A great 
many reports on the various phases of head in- 
juries have been made in the last few years, and 
much has been written concerning the basis of 
the “concussion syndrome.” Nevertheless, the 
relative importance of the subject merits further 
consideration of some of the neuropsychiatric 
phases that have not been sufficiently empha- 
sized. 


In this paper we shall attempt to show the 
importance of careful psychiatric examination of 
all patients who have suffered injury to the 
head, pointing out some of the details that 
should be considered in the history and the pre- 
senting symptoms, in order to evaluate properly 
the nature of the complaints offered by the pa- 
tient. In addition, we shall classify, clinically, 
the types of cases commonly seen, and shall re- 
port cases illustrating the points under discus- 
sion. Hall and Mackay, F. W. Dershimer,? 
and others* have made splendid contributions to 
this subject, and we wish to acknowledge due 
credit to these authors wherever our viewpoints 
may necessarily overlap. 


A large percentage of head injury cases are 
left with sequelae, which are either pure organic 
manifestations or functional manifestations, or a 
combination of both. In the past it has been 
the tendency to regard most head injury sequelae 
as being definitely organic in origin, and the 
direct result of brain damage no matter of what 
nature or in what situation, largely disregarding 
much of well-known brain neurophysiology. 
There have been others, however, who believe 
that most of the sequelae are purely functional 
in origin and not based upon pathological 
changes in the brain. Hall and Mackay,! for 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Twenty-Eighth Annual Meeting, San Antonio, 
Texas, November 13-16, 1934. 


*From the Department of Neurology and Psychiatry, University 
of Texas School of Medicine. , 
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example, have pointed out that psychoneuroses 
associated with, or following, head injury do 
not materially differ from the same mental reac- 
tions occurring without trauma. The contro- 
versy between the organic and functional en- 
thusiasts has been summarized in a recent edi- 
torial with the statement that: 

“Interlocking factors are recognized by both schools 
of thought concerning the effects of head injury, and 
the question to determine seems to be primarily whether 
the concussion produces organic disturbances of the 
central nervous system with resultant ‘functional’ symp- 


toms, or whether it acts as the precipitating factor in a 
person already prone to a neurosis.” 


There have been relatively few reports on this 
subject from the psychiatric standpoint. Mod- 
ern psychiatric concepts consider that in any re- 
action we are confronted with the entire indi- 
vidual, or the total personality, reacting to a 
situation in life. Such a concept holds true for 
cases of head injury as well as others, and we 
therefore wish to emphasize the necessity of 
evaluating psychogenic factors that occur in the 
life history of such patients, as well as possible 
organic factors which occur at the time of the 


_injury. Glaser and Anderson® have reported 


cases in which organic disease was present sub- 
sequent to head injury, and in which there de- 
veloped true psychoneuroses. Their report 
clearly illustrates that one should study all head 
injury cases from both the organic and func- 
tional standpoints and evaluate the symptoms 
in terms of the reaction of the whole individual 
to the situation. 


Foster Kennedy® has called attention to the 
importance of the history in every case of head 
injury. The history often gives more informa- 
tion than the actual examination of the patient, 
because most of the symptoms are purely sub- 
jective in nature, and careful examination usu- 
ally reveals nothing of pathologic significance. 
The circumstances immediately following the in- 
jury are extremely important, especially the 
matter of whether or not there was a loss or 
disturbance of consciousness. In this connection 
the criteria of Foster Kennedy for intracranial 
damage are of great value. He offers absolute 
and presumptive criteria. The absolute criteria 
for intracranial damage are: 


(1) Roentgen evidence of skull fracture. 

(2) Bloody spinal fluid. 

(3) Bleeding from the orifices, especially from the 
ears. 


(4) Focal cerebral palsies. 


The presumptive criteria in the order of their im- 
portance are: 


| 

| 
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(5) Convulsive states, proved to be posttraumatic. 

(6) Ventricular distortion, proved to be posttrau- 
matic. 

(7) History of prolonged unconsciousness. 

(8) History of adequate trauma, with especial con- 
sideration of the occurrence of vomiting following the 
injury. 

These criteria were arrived at after considera- 
tion of the effects of injury to the brain as 
reported by studies on the microglia,’ experi- 
mental studies of induced convulsions and ven- 
tricular distortions in the cat,® and encepha- 
lographic observations.® One readily observes 
that the average case presenting the so-called 
“concussion syndrome” or “traumatic neuroses” 
does not as a rule exhibit sufficient criteria, as 
postulated above, to be considered organic in 
origin. 

Of further importance in the history of head 
injury cases is the investigation of the entire 
life of the patient, with emphasis on the emo- 
tional development and adjustment to the vari- 
ous everyday experiences. This part of the his- 
tory should include a survey of the patient’s 
birth and infancy, adjustment to school, pres- 
ence or absence of delinquency, occupational ac- 
tivities, economic adjustment, home life, marital 
adjustment, and sex adjustment. Notice should 
be taken of any abnormal personality charac- 
teristics, particularly psychoneurotic tendencies. 
All of this information should then be correlated 
with the symptoms themselves in the evaluation 
of the head injury sequelae, because we are deal- 
ing with total personalities reacting to situa- 
tions. 

In regard to encephalography as applied to 
the diagnosis of organic basis for head injury 
sequelae, Kennedy,® Hall and Mackay,! and 
others have emphasized the fact that ventricular 
distortions in themselves, as revealed in ‘‘aero- 
grams”, cannot be cited as the basis for symp- 
toms since these findings may occur in indi- 
viduals without any symptoms. The interpre- 
tation of changes seen in the encephalogram has 
not yet been completely standardized, and, there- 
fore, this diagnostic procedure is at present of 
relatively little real value in estimating brain 
damage in head injury cases. 

The symptoms complained of in head injury 
cases are for the most part subjective in charac- 
ter, and one can usually determine by their de- 
scription whether or not they are founded upon 
an organic basis. The reaction from the psy- 


chiatric standpoint is similar to the psychoneuro- 
tic reaction observed in cases where there has 
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been no injury. Such symptoms, for example, 
as head pain, burning scalp, and dizziness are 
common to many anxiety psychoneuroses, and 
even to mild depressions. These points will be 
illustrated in the case reports. 


The method of approach then, in the evalua- 
tion of head injury sequelae, is to make every 
attempt to consider the individual that one is 
dealing with as being as important as, or per- 
haps even more important than, the symptoms 
complained of. Every phase of the individual’s 
life should be thoroughly investigated; careful 
description of the circumstances attending the 
injury should be obtained and recorded; and, 
after examination for evidences of organic brain 
changes, evaluation must be made of the symp- 
toms and the reaction of the patient on the 
basis of all of the information at hand, rather 
than on methods of exclusion. 

Head injury cases will then fall into one of 
the following groups, which are offered as an 
arbitrary classification for clinical purposes only: 


(a) Organic 
(b) Non-organic 
(1) Anxiety psychoneurosis 
(2) Hysteria 
(3) Reactive depression 
(c) Combined, organic and non-organic 


ORGANIC 


The organic cases will nearly always have 4 
history of severe injury with some disturbance 
of consciousness immediately following the in- 
jury, and if accurate observations have been 
made, some or all of the criteria for intracranial 
damage referred to above will have been pres- 
ent. Also, focal symptoms may be observed. 
On psychiatric examination, sensorium changes 
(disorders of memory, calculation, retention, and 
recall, et cetera) may be found. The subjective 
symptoms will vary with conditions which nor- 
mally change the intracranial pressure, but will 
not vary with upsetting emotional situations. 
The attitude of the patient will be in keeping 
with the conditions found. If there is a history 
of a satisfactory adjustment to life in contrast 
to maladjustment and instability, this history will 
be all the more in favor of an organic condition. 


NON-ORGANIC OR FUNCTIONAL 


In this group are included anxiety psychoneu- 
roses, hysteria, and the reactive depressions. 
Here it is usually found that the injury was 
slight, without loss of consciousness, and with- 


. 
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out the criteria establishing intracranial damage. 
The psychiatric history will show many difficul- 
ties in adjustment to life, with present or past 
sources of worry and unhappiness. Inquiry will 
frequently show a history of previous psycho- 
neurotic or psychotic illness. These, however, 
will be discussed under a separate heading. 

(1) Anxiety Psychoneuroses—In these condi- 
tions the symptoms are usually concerned with 
disordered autonomic function, accompanied by 
fears and anxiety. Headache is a prominent 
symptom; the feeling is more one of pressure 
or a sense of fullness than a real headache. 
Patients frequently complain of dizziness, burn- 
ing scalp, and the darting pains. The location of 
the pain is usually over the vertex or the occi- 
put. Patients may also complain of sweating 
and hot flashes, and sometimes of cold sensa- 
tions, numbness, and tingling in the extremities. 
All symptoms are increased in depressing emo- 
tional situations. The fears are concerned with 
not getting well, or with severe brain damage, 
or with losing the mind. Anxiety and doubt 
over unsatisfactry compensation is frequently 
present. 

(2) Hysteria—In hysteria following trauma, 
the symptoms are largely the same as hysteria 
when there is no history of trauma; paralyses, 
anesthesias, tics, seizures, blindness, and deaf- 
ness are common symptoms. They are easily 
recognized as not conforming to characteristics 
of organic disease. This psychoneurosis, too, oc- 
curs as a rule in people of a lower level of intel- 
ligence. Also, the compensation element is more 
of a factor than it is in any of the other func- 
tional reactions. There will usually be, between 
the occurrence of trauma and the onset of symp- 
toms, an interval of time, during which there 
is much mental reflection. 

(3) The Reactive Depression — Not infre- 
quently we see a real depression with insomnia, 
some retardation and somatic complaint. The 
symptoms are fixed, and do not respond to re- 
assurance, nor do they respond immediately to 
compensation. This type of reaction frequently 
follows prolonged worry over delayed compensa- 
tion. 


The combined reactions include those cases in 
which non-organic and organic symptoms, as 
described above, are both present. 


The following case report clearly illustrates 
what has been pcinted out. 


Case 1.—A white man, 35 years of age, offers the fol- 
lowing complaints: throbbing in the top of his head, 
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with sharp shooting pains running to the back of his 
head. Sometimes his head feels as though some one 
were trying to gouge a hole in the top of it. His 
head feels stuffed and abnormally large; there seems 
to be a pressure within. When reading he cannot con- 
centrate on one item. He “detects” his mind wandering. 
His eyes hurt. He cannot sleep, and is very nervous 
and restless. His hands feel cold and numb, and at 
times he feels as though he will faint. 

History —Three months previously he fell from a 
scaffold, striking his head on the ground. He felt dazed 
for a few minutes. He was taken to a physician, who 
advised him to rest for a few days. He states that he 
had some headache following this injury. He applied 
for work again, but was told by the company physi- 
cian that with that type of injury he could not be 
permitted to work for three weeks. Ten days after the 
injury he suddenly became dizzy, and everything seemed 
to spin around in front of him. He was taken to the 
hospital, where a spinal fluid examination was made. 
The spinal fluid was under normal pressure and there 
was no evidence of blood. He remained in the hospi- 
tal for five days and was then permitted to return 
home. 


Since that time the above symptoms have been pres- 
ent. At the present time he is very depressed, and is 
extremely concerned about his condition. His own im- 
pression is that he had received, to the structures within 
his head, injury which will either make him an invalid 
or cause him to lose his mind. Physical and neurologi- 
cal examinations revealed no evidence of organic dis- 
ease. X-ray of the skull at the time of the injury 
showed no fracture. 

Born in Waco, Texas, this man was the youngest of 
seven children. His mother and father were apparently 
well adjusted to each other. When the patient was 


‘five years old his mother died. A woman was em- 


ployed to keep house and to take care of the children. 
She was very domineering and abusive to the children, 
whom she never permitted to express themselves. She 
punished them excessively, her favorite way of admin- 
istering punishment being to strike them with her fist. 
The patient felt very insecure and unwanted. He be- 
came very timid and shy. In school he did poor work 
and quit while in the fourth grade. His reason for quit- 
ting school was that he felt ashamed of the clothes he 
had to wear. All of his life he has been very retiring, 
and has felt intellectually inferior to other people. 


During the past several years he has had several 
chronic illnesses. After suffering from indigestion for a 
number of years, without being able to obtain relief, 
he lost confidence in the medical profession. He finally 
obtained relief by taking patent medicine. He now 
feels very inferior to other people, is suspicious, and is 
a religious and moral fanatic. He believes that every- 
body is extremely dishonest, particularly members of 
the medical and legal professions, and that doctors op- 
erate upon patients and intentionally leave something 
undone so that a second operation will be required. 


We believe the data obtained from the his- 
tory and examination of this patient enable us 
to formulate accurately the basis for his symp- 
toms. In the first place, what structural damage 
could explain the long list of complaints offered? 
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In considering tne circumstances which took 
place immediately after the injury, we notice the 
following: that there was no complete loss of 
consciousness, that no immediate symptoms oc- 
curred, and that none of the absolute or pre- 
sumptive criteria for intracranial damage were 
present. He had no skull fracture. There was 
no blood in the spinal fluid. He did not bleed 
from the orifices, and there were no focal symp- 
toms. The patient has had no convulsions, and 
the trauma could scarcely be considered ade- 
quate to produce the symptoms. In consider- 
ing the personality and emotional life of the 
patient, we find that we have here an individual 
who has had a struggle since early childhood. 
There is a history of previous psychoneurotic 
illnesses. There are many peculiarities in his 
personality make-up, such as suspiciousness, 
marked feelings of inferiority, religious fanati- 
cism, and moral prudishness. Among his symp- 
toms are fears and anxieties, and disordered au- 
tonomic function. In consideration of this data, 
we feel that we are justified in making a diag- 
nosis of anxiety psychoneurosis. 

In contrast to the above, the following case 
report again illustrates the value of considering 
the total individual. 


Case 2—A white man, 34 years of age, complained. 


of becoming dizzy and slightly nauseated following ex- 
ertion. In October he was injured during a football 
game and was unconscious for eight hours. He was 
taken to the base hospital in San Antonio and was op- 
erated upon. His record indicated that he had a frac- 
ture of the frontal bone with subdural hemorrhage. 
Following the operation his right arm and leg were 
paralyzed, and he had a disturbance in speech. This 
condition continued, and about a week or ten days later 
he was operated upon again, and further subdural ac- 
cumulation of blood was removed. He had a fairly 
rapid convalescence following this second operation and 
was discharged from the hospital about the middle of 
December, two months after the injury. The weakness 
in his arm and leg, as well as the speech disturbance, 
disappeared completely and he felt perfectly well. He 
had no complaints until about April, 1934, when he no- 
ticed that exertion, such as long walks or some sort 
of heavy work, made him dizzy and a little nauseated. 
As long as he was inside the hospital or house, and did 
not attempt to exert himself, he felt perfectly well, as 
well, in fact, as he ever had in his life. The only thing 
that seemed to induce these symptoms was exertion. 


The previous history indicates that he was a man of 
rather stable personality. He was reared in Mart, 
Texas, and, as far as he can remember, had a normal 
childhood. He attended grammar school, completed high 
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school, and then went to several junior colleges, more 
for the purpose of playing football than for anything 
else. He became interested in the motion picture busi- 
ness and worked for a number of years as movie pro- 
jectionist. When the picture house for which he was 
working closed in 1930, he lost his job. After returning 
home he was unable to secure work except for short 
periods of time. 

The patient had the usual interests of an outgoing 
individual and was fond of the associations of both men 
and women. His sexual activities were those of about 
the average man. He has never married, but he con- 
templates marriage some time. He belongs to the Bap- 
tist church, but has never been especially interested in 
religion. There is no history of delinquencies or of ex- 
cessive indulgence in alcohol or drugs. 

Neurological examination revealed nothing abnormal, 
Over the left frontotemporal region there was a horse- 
shoe shaped scar resulting from the operation described. 
The patient was quite cooperative during the examina- 
tion and gave to the examiner the impression that his 
statements were accurate. He had a rather pleasing 
personality. His behavior while in the hospital was per- 
fectly normal and he was cooperative in every way. 


In this case we have a history of prolonged un- 
consciousness with known intracranial damage, 
and all of the absolute and presumptive criteria 
present. We also have an individual with a 
stable personality, who has made a satisfactory 
adjustment to life. The symptoms are associa- 
ted with exertion which changes the intracranial 
pressure. With the data here obtained, we con- 
sider this patient’s symptoms organic in origin. 
It is interesting to note how few and how mild 
are the symptoms complained of by this patient, 
in spite of the severe injury and the marked in- 
tracranial damage which was present. This con- 
dition, we believe, is due to the patient’s very 
stable, well adjusted personality. 


SUMMARY 


To summarize briefly, we have attempted to 
show in this discussion the importance of study- 
ing the individual in relation to the situation in 
evaluating the late symptoms of every case of 
head injury. We have stressed the necessity 
of considering the personality make-up of the 
patient, along with the symptoms and physical 
examination. In addition, we have further 
pointed out that individuals with unstable per- 
sonality make-up are likely to show psychoneuro- 
tic symptoms following head trauma, while w 
adjusted personalities will show none of this 
group of symptoms. On the basis of these ob- 
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servations, we have suggested a method of ap- 
proach to the study of head injury sequelae. 
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Posttraumatic Neurosis. 


DISCUSSION (Abstract) 


Dr. Arthur J. Schwenkenberg, Dallas, Tex—Dr. Har- 
ris has emphasized a most important approach in eval- 
uating the sequelae of head injuries. He has also pre- 
sented a classification which covers the clinical types 
very well. 


We have the same problem in dealing with head in- 
juries as with any complaint or infirmity. Our first 
thought should be of the possibility of an organic cause. 
If this cannot be established by careful neurological 
study, then the likelihood of a functional, or psycho- 
genic, disturbance is to be thought of. If it were possi- 
ble in all cases, whether organic or psychogenic, to 
study the whole personality of the individual and to 
consider the manner in which he reacts to the situation 
by a careful study of the psychogenic factors which oc- 
cur in his life history, many puzzling symptoms would 
be more accurately evaluated. 


I observe that those inclined and determined to ex- 
plain subjective head symptoms upon an organic basis 
often have great difficulty in finding associated accept- 
able objective signs; for this reason there seems to me 
to be more argument in favor of a psychogenic inter- 
pretation, since psychiatrists can readily demonstrate 
similar symptoms in other psychoneuroses not associated 
with physical trauma. 


I am aware that as time goes on we recognize more 
and more intracranial disease substantiating many here- 
tofore unrecognized clinical conditions. This is espe- 
cially true in spontaneous subarachnoid hemorrhage and 
chronic subdural hematoma. Objective signs and symp- 
toms in these cases are quite outstanding and offer no 
Sreat difficulty in diagnosis, yet they are strikingly 
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lacking in the symptoms seen following many minor 
head injuries. I always find organic symptoms fairly 
well patterned and the symptoms less inclined to be ex- 
aggerated, especially where definite objective signs are 
demonstrable to the patient. 


It may seem ambiguous to mention the differing de- 
grees of sensitivity due to the affective response in dif- 
ferent individuals; but it is a recognized fact that no 
two people will react to a bruised finger, for example, 
in the same manner. We are all aware of the fear and 
terror which some people have at the very thought of 
having syphilis, and we see others in whom syphilis 
has been definitely diagnosed who will accept it quietly 
and without much emotion. So do we see similar dif- 
ferences in the manner in which people react to head 
injuries. Last spring I had a patient with a severe head 
injury, a compensation case, who was unconscious for 
two weeks, with a bloody spinal fluid, increased intra- 
cranial pressure, some paralysis, but no fracture of the 
skull, who six weeks after regaining consciousness in- 
sisted upon returning to work. Only after persistent 
persuasion did he consent to wait until October 1. 
Incidentally, he had planned to be married just before 
he was hurt and during his entire convalescence he was 
thinking more about his marriage than about his injury 
or compensation. Since then I have seen a number of 
other cases with mild head injuries who have many per- 
sistent subjective symptoms, without objective findings 
that I could detect, who remained unchanged and, con- 
sequently, disabled. 


In compensation cases there is a definite wish com- 
plex and the desire for compensation is very great. I 
find that these cases outnumber the pure anxiety states 
where compensation is a factor, and have observed the 
anxiety states to be more frequent when compensation 
is not a factor. I am also convinced that an early psy- 
chiatric approach on the part of the first physician and 
surgeon who see the patient would hasten early recovery 
and prevent prolonged disability. 


Although I think the attitude of many insurance ad- 
justors encourages psychogenic states and that their de- 
sire to measure symptoms in terms of dollars and cents 
is quite objectionable and unscientific, there are many 
other insurance companies which appreciate and coop- 
erate with the physician in an endeavor to return the 
patient to normal efficiency. We should do well to as- 
sist them by reporting more accurately disabilities on 
the basis of either an organic or psychogenic cause, and 
certainly a classification such as Dr. Harris has pre- 
sented, if generally accepted, would be most valuable 
for standardizing head injuries for compensation pur- 
poses. 


Lengthy psychiatric analysis is not always practical 
in compensation cases. I have found many patients 
who object to this examination, as they can see no rela- 
tionship between it and head injuries. There are those 
who only become suspicious and antagonistic when their 
personalities are discussed. A patient some time ago 
so resented my psychiatric approach that his attorney 
capitalized upon it in court and tried to embarrass me 
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on the witness stand by attempting to bring out that 
I had tried to intimidate the patient. 


It seems that in a fair per cent of cases, especially the 
compensation cases, after all neurological investigation is 
negative, a careful interpretation of symptoms and his- 
tory of the case should enable us to make a fairly accu- 
rate diagnosis. 


The ideal handling of all cases of head injuries would 
be the immediate attention of a neurosurgeon, working 
in conjunction with a neuropsychiatrist. 


Dr. A. L. Skoog, Kansas City, Mo.—A discussion of 
the evaluation of possible brain troubles following head 
injuries seems timely. The general surgeon frequently 
does not appreciate the importance of the brain in its 
relationship to head traumas, or possibly some may be 
careless in the matter. Perhaps Dr. Harris does not 
grant sufficient importance to careful interpretation of 
encephalograms for head injury cases, especially a few 
weeks or months following the trauma. I believe there 
are a number of instances where the negative interpreta- 
tion may be evaluated to the benefit of the patient. 
For a number of years there has been a considerable 
amount of discussion relative to mild degrees of con- 
cussion or mild pathological changes in the brain sub- 
stance which can be determined only upon very careful 
histological examinations. Quite possibly some of these 
minute changes involving nerve cells and fibers and 
mesodermic tissues occur quite early. Very probably 
they should be given more careful consideration at an 
early period of the illness. 


Dr. C. C. Nash, Dallas, Tex.—Frequently the symp- 
toms of head injury are entirely subjective and when 
found so by the general practitioner, internist, indus- 
trial surgeon, or whoever may conduct the examination, 
the patient should be referred to a psychiatrist for an 
opinion rather than be told that there is nothing wrong 
with him. A great deal has been written about trau- 
matic neurosis, but very little about how these patients 
adjust themselves in later years. It has been my experi- 
ence that all such cases do not recover as soon as their 
claim for compensation has been settled. 


Dr. Harris (closing) —Dr. Schwenkenberg mentioned 
the difficulty encountered in obtaining the patient’s co- 
operation, and thus the problem of getting accurate in- 
formation. This is certainly a problem, but I believe it 
is one that can be overcome if the physician convinces 
the patient of his sincerity of purpose and thus estab- 
lishes a satisfactory rapport. 


With regard to compensation, I feel that the types 
of cases discussed in this paper are worthy of compen- 
sation; that is, if the patient has a genuine psychoneu- 
rosis then he is ill and deserves compensation. How- 
ever, he is suffering from a recoverable illness in the 
majority of cases and should be considered on that 
basis. 


The value of x-ray examination was discussed in the 
paper. Fracture of the skull simply means that the 
patient with certainty received a blow severe enough to 
produce a fracture, but it does not give evidence of the 
severity of the intracranial damage. I do not believe 
one can over-emphasize the importance of studying the 
personality and life experiences of these patients. Of 
all the data obtainable, information gotten through the 
psychiatric examination is the most valuable. 
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ROUTINE TUBERCULIN TESTS IN 
CHILDREN* 


By C. V. Rice, M.D., 
Muskogee, Oklahoma 


During the depression many heads of families 
lost their jobs, close relatives undertook to help 
one another, and two or three families have 
had to live in the same quarters which one previ- 
ously occupied. While the death rate of tuber- 
culosis has continued to decline during the de- 
pression years, we must expect more children to 
come in contact with it, because of the crowded 
conditions in which many are now compelled to 
live, as a result of insufficient fresh air, lack of 
proper rest, and in many cases not sufficient 
food. The National Tuberculosis Association 
States that more than 35 per cent of the indi- 
viduals become infected with the disease before 
the age of fifteen years and we can expect more 
than this percentage if the present crowded 
conditions continue. We can also expect a higher 
death rate among white children, perhaps not 
reaching the death rate as among negro children, 
which is about eight times higher than among 
white children. Of course the high mortality 
among negro children is due to the unhygienic 
conditions in which most of them live, making 
it impossible for them to overcome the child- 
hood type of tuberculosis. 

The important thing that I wish to emphasize 
in this paper is the early diagnosis of tubercu- 
losis, and this cannot be accomplished unless 
more routine tuberculin tests are given. I think 
that every child should have the benefit of this 
test. Cases have been reported as early as seven 
weeks of age with no family history of contact, 
and there are few diseases so common and with 
such disastrous results as certain types of tu- 
berculosis of infancy and early childhood. A 
positive tuberculin reaction indicates that the in- 
fant has been infected by the tubercle bacillus, 
that the infection is progressive (or soon will 
be), and if of pulmonary type the outlook is un- 
favorable. A diagnosis of tuberculosis in chil- 
dren should never be made until a tuberculin 
test has been done, unless there is great bacterio- 
logical or pathological evidence of the disease. 
Positive tuberculin reactions are more frequent 
among the children of tuberculous households 


*Read in Section on Pediatrics, Southern Medical Association, 
ee Annual Meeting. San Antonio, Texas, November 
13-16, 1934 


Vol. 28 No. 10 


than they are among children whose homes are 
free from tuberculosis. 


The history of tuberculosis dates back to 1,600 
years before the Christian era, and Chinese his- 
tory mentions it around 550 B.C. Still there 
are men in the medical profession in this day 
and age who do not know that intants can have 
tuberculosis. Some months ago I made a posi- 
tive diagnosis of tuberculous meningitis in an 
infant five months of age. When the parents 
were advised of the diagnosis and prognosis they 
immediately called their family physician, who 
told them that the baby was too young to have 
tuberculosis, and the cause of death on the death 
certificate was given as “meningitis from un- 
known cause” by this family physician. 

Non-pulmonary and closed tuberculosis do not 
appear to be sources of infection, but one must 
guard the arrested closed cases with great care 
and consideration before advising that there is 
no danger in bringing an infant in contact with 
them. I have had a sad experience. The 
mother of an infant ‘was a graduate nurse who 
had a sister living with her with a closed ar- 
rested case. Before she left the hospital with 
the baby the possibilities of contact were fully 
discussed, and because the mother was a grad- 
uate nurse and the sister had been discharged 
from a sanitarium with a closed arrested case, 
we felt that if all precautions were taken there 
would be no danger. When the infant was six 
months old it became restless and irritable and 
gave a positive tuberculin reaction. In a 
short time it showed nervous manifestations and 
had all of the signs and symptoms of tuberculous 
meningitis. 

Miliary tuberculosis can sometimes be recog- 
nized by the tuberculin test before it becomes 
obvious clinically. Children negative, under 
five years of age, may be given a good progno- 
sis. On the other hand, the prognosis must be 
guarded when children under two years of age 
react positively, and when obscure and persistent 


symptoms are’ present a serious viewpoint should 
be taken. 


I shall report a case of miliary tuberculosis in a child 
two years of age, unrecognized on the first visit to 
the office. When first seen the child was very cross 
and irritable, had a high fever, and rales were heard 
over both lungs. The ears were examined and the drums 
found to be red and bulging. A diagnosis was made of 
acute bronchitis with suppurative otitis media. Para- 
centesis was done, pus found and the ear condition was 
thought to be the cause of the fever. The ears con- 
tinued to drain for about two weeks, but as the child 
continued to run a high fever she was taken to several 
other physicians to see if they could determine the 
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cause of the temperature. A month later the child was 
returned to me. On examining the ears I found them 
clear and the drums healed. The infant was cathe- 
terized for a specimen of urine and a tuberculin test 
was made. Pyelitis was excluded, but the tuberculin 
test was four-plus. This was followed by an x-ray 
of the chest and a diagnosis of miliary tuberculosis was 
made. The source of contact proved to be an uncle 
who, during the depression, had been living at the 
home. He had been in failing health and his case had 
been diagnosed as a run down condition with a cough. 
There were four other children in the family ranging 
in age from four to twelve years upon whom tuberculin 
tests were done. All gave four-plus reactions, confirmed 
by an x-ray of the chest. The four older children were 
sent to the state sanitarium and the two-year old with 
miliary tuberculosis is dead. Three of these children 
were in school and from all appearances were normal 
in every respect. 


Not all children giving positive tuberculin 
tests and having the childhood type of tubercu- 
losis are underweight; many are overweight and 
it is quite common for them to be of average 
weight. With the overweight and average weight 
child, with no particular symptoms, it is quite 
impossible to impress upon the average parent 
during the depression the necessity of having an 
x-ray of the chest made without some signs or 
symptoms and I am sure that if it were left to 
the physician’s judgment unless he x-rayed every 
child he would miss many cases, therefore the 
importance of the tuberculin test. If the reac- 
tion is positive there is no trouble in proving to 
the parents the importance of an x-ray and they 
will consent regardless of the cost. 


To emphasize how easy it is to overlook tuberculosis 
in children without a tuberculin test, I am going to 
give the history of a child ten years old whom I first 
saw on October 17, 1931. The examination consisted of 
general physical, blood and urinalysis. She had no ap- 
petite, weighed only 6034 pounds, 4 pounds underweight 
for her height and age. Her hemoglobin was 65 per 
cent. The diagnosis was a mild grade of anemia and 
malnutrition due to improper diet and habits. This 
type of examination is about what you would expect 
in the average office. On December 21, 1933, twenty- 
six months later, at 12 years of age, she was returned 
on account of a cough, lack of appetite and slight tem- 
perature; her weight was 61% pounds (she had gained 
only % of a pound in these twenty-six months). She 
should have weighed 81 pounds for her height and 


age. At this time her hemoglobin was 60 per cent and 
her temperature 100°. The tuberculin test was four- 
plus. A chest plate was taken with positive findings 


in the right lower base. She was put on rest and diet- 
ary treatment. After five months she weighed 87 
pounds (6 pounds above normal for her height and 
age). She had no temperature, no cough, and an x-ray 
showed a clearing up of the right lower base. I think 
this case emphasizes the importance of doing a tubercu- 
lin test upon all children who are brought to an office 
for a general examination. 


If the intradermal test is negative the x-ray 
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is unnecessary unless the history, symptoms, 
physical signs and laboratory tests point to the 
possibility of tuberculosis of the chest or bones. 
Early pulmonary, tracheobronchial tuberculosis 
and tuberculous cervical adenitis are quite diffi- 
cult to diagnose in school children, and a nega- 
tive intracutaneous tuberculin reaction may be 
of great help in excluding these diseases. 

With infants who are not gaining on mothers’ 
milk, or a well-balanced artificial diet, Marriott 
has emphasized that the trouble is not with the 
food and that we should look outside the diet. 
The acute infectious diseases should be excluded, 
including pyelitis and otitis media. Next in im- 
portance are syphilis and tuberculosis. With a 
positive Wassermann and the child on proper 
treatment, as a rule, it will gain very rapidly, 
but an infant may have tuberculosis and give a 
negative tuberculin test due to the extreme tox- 
emia. With an infant of this type, with all 
other conditions excluded, and where you have 
not access to an x-ray machine, tuberculosis is 
the probable diagnosis with a fatal outcome. 
Children whose reaction is positive but who 
show no evidence of tuberculosis by x-ray are 
usually in no danger, and those of school age 
may continue with their schooling. 


The earlier the tuberculosis is diagnosed, the 


more easily it can be handled, not only from the 
physical standpoint, but the economic one as 


well. If the child is close to maturity, particu- 
larly in the latter part of high school or entering 
college, perhaps with his mind made up as to 
his life’s vocation, and tuberculosis is discovered, 
we have not only the physical but also the men- 
tal condition, as there is danger of great de- 
spondency. For instance, a young lady of un- 
usual ability, particularly in writing, told me a 
short time ago that she was quite resentful to- 
ward those in whose hands she was allowed to 
go through the childhood type of tuberculosis 
which developed into the adult type, and which 
was not discovered until her second year in col- 
lege. She said that if the tuberculin test had 
been given in childhood it would have saved her 
many years in a sanitarium and her father $35,- 
000. 


Many universities and colleges, starting with 
the entering freshman, give complete physical 
examinations each year, and as an x-ray of the 
chest is included, the tuberculin test is rarely 
given. In several Eastern colleges, 2784 fresh- 
men were examined and about one out of each 
200 of them had definite tuberculosis. At Yale 
the ratio for the entire freshmen body was about 
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one out of 55, and for the divinity students about 
one out of 25. Among the medical students of 
the University of Pennsylvania, evidence of 
tuberculosis was found in the lungs of 4.2 of 
freshmen, 11.6 of sophomores, 13.9 of juniors, 
and 20.4 of seniors. Kleinschmidt says that 
adolescence seems to be the transition period 
between the seeding time of infection of early 
childhood and the harvest time or manifest dis- 
ease in early childhood. The findings among 
some 200,000 children examined in Massachu- 
setts were as follows: of each 100 children be- 
tween five and fifteen years of age an average 
of 28 reacted to the tuberculin test, and of these 
28 examined by x-ray, 5 showed slight lung dam- 
age, but only one out of five showed lung find- 
ings enough to require continued medical atten- 
tion. Nearly two-thirds of all deaths from tu- 
berculosis occur between the ages of fifteen and 
twenty-five years. This must mean that they 
had their contact in early childhood and if the 
condition had been detected many lives could 
have been saved. Two-thirds to nine-tenths of 
patients with early symptoms have no definite 
or alarming manifestations; therefore, the im- 
portance of the tuberculin test. 


Dr. J. Arthur Myers considers the tuberculin 
test one of the most accurate diagnostic tests in 
childhood and recommends its general use from 
early infancy onwards. He says it reveals the 
presence of tuberculosis before symptoms, phys- 
ical findings or laboratory findings are of any 
avail. Children with tuberculosis of the child- 
hood type should be kept under observation dur- 
ing the period of adolescence. An x-ray of the 
chest should be made once a year. If this could 
be practiced the adult type of tuberculosis could 
be discovered before the appearance of symp- 
toms. 

The cutaneous and intracutaneous tests are 
the two most used at this time. The cutaneous 
or the von Pirquet is not as reliable as the intra- 
cutaneous, but in many ways is more convenient 
for individual use in office practice than the 
intracutaneous tests. We have three intracuta- 
neous tests: first, the Mantoux; second, the 
MA100; and third and latest, the P.P.D. (puri- 
fied protein derivative), which is to replace the 
other two intracutaneous tests, according to the 
National Tuberculosis Association. The new 
tuberculin is sold in tablet form together with 
the solution to dissolve the tablet. It is in two 
strengths designated as “‘first strength” and “sec- 
ond strength,” the latter being stronger. The 
second strength tuberculin is to be used only 
where the first strength shows no reaction. Dr. 
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White, Chairman of the Medical Research Com- 
mittee of the National Tuberculosis Association, 
says: 

“By the common use of a single quantitatively di- 
lutable substance we shall overcome variations in tuber- 
culins and be able to gain definite knowledge of the 
incidence, spread and epidemiology of tuberculosis in 
the different parts of the United States from statistics 
that will be strictly comparable.” 

Drs. Long and Seibert, formerly of the Chi- 
cago University and now at the Phipps Insti- 
tute, Philadelphia, with Dr. Dorset, of the Bu- 
reau of Animal Industry, developed this new 
tuberculin. P.P.D. is a purification or refine- 
ment of MA100 and has all of the satisfactory 
qualities, and in addition will not produce any 
skin sensitiveness, which is very important in 
making these intradermal tests. 


MA100 was the most convenient tuberculin 
that we had. It came in 1 c. c. vials sufficient 
for 20 skin tests and kept indefinitely, which 
made it very convenient for office practice. 
With the P.P.D. it is necessary to make the so- 
lution fresh whenever it is to be used. One 
c. c. of the diluent to the tablet is a sufficient 
amount for ten skin tests, but it is very seldom 
that one has ten children in the office for a gen- 
eral examination. Therefore, it is rather expen- 
sive. The cost of the office package is $3.00. 
It contains two first strength and two second 
strength tablets and the diluent. For the first 
test I have been using MA100, but as you may 
get a reaction from skin sensitiveness with the 
MA100, I confirm or deny the finding with the 
new P.P.D. In this way the individual tests 
are not so expensive. 


CONCLUSIONS 


(1) A positive tuberculin reaction with the 
P.P.D. indicates that tuberculous infection has 
taken place. 

(2) In a child, aged two to five years, with 
a positive reaction and with persistent symptoms, 
it is suggestive that these symptoms are tuber- 
culous in origin. 

(3) In infancy a positive reaction has clinical 
value, and tuberculosis is more progressive and 
generally leads to a fatal outcome. 

(4) The younger the child the worse the prog- 
nosis. Therefore, tuberculin tests should be used 
in all routine examinations of infants, preschool 
and grade school children. By so doing we shall 
lessen the contacts, reduce the mortality, and aid 
In stamping out tuberculosis. 
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DISCUSSION (Abstract) 


Dr. Franklin P. Gengenbach, Denver, Colo—It was 
my privilege to be in Vienna in 1908 when Pirquet was 
working with his cutaneous tuberculin test and F. Ham- 
burger with his “stich reaktion.” Upon my return to 
Denver the Pirquet became one of my routine labo- 
ratory tests, to be supplanted later by the Mantoux 
intracutaneous test and the Craig multiple puncture 
test. At first the test met with considerable criticism, 
but later it was accepted as one evidence of a thorough 
examination. 

My associates, R. P. Forbes and B. Green, in a series of 
131 cases, found 6.17 per cent more positive reactions 
with the Mantoux than with the Pirquet. Later Forbes, 
R. H. Verploeg and M. K. Bazemore, in 283 cases, ob- 
tained 36.14 per cent positive reactions with both the 
Mantoux and Craig tests. The former usually gave 
the more marked reaction, but the latter usually caused 
less local trauma and was less likely to cause consti- 
tutional reaction. These similar positive results with 
both tests were later confirmed by Forbes and C. Stein- 
berg in 115 cases, but with only 20 per cent positive 
reactors. 

More recently E. Friedman, M. H. Black and A. L. 
Esserman tested a group -of 55 contact cases in the 
children’s division of the National Jewish Hospital in 
Denver. The Mantoux, single puncture (C. A. Stew- 
art), and Pirquet tests were used on each child on Au- 
gust 4, 1931, and the percutaneous (Moro) and multi- 
ple puncture (D. A. Craig) tests on October 10, 1931. 
The first two tests were both 70.9 per cent positive; the 
Craig test, 63.8 per cent; the Pirquet, 40.9 per cent; 
and the Moro test, 34.0 per cent positive. 

The speaker in the office usually uses the Craig test 
first and follows with the Mantoux test as a check 
when necessary, but in our Children’s Hospital we 
routinely use the Mantoux test. 


Dr. J. W. Laws, El Paso, Tex—Routine tuberculin 
tests in children as recommended by Dr. C. V. Rice 
are of pronounced educational value to the public in 
the prevention and cure of tuberculosis. 


It is always wise to take the trouble to explain to 
the parents the difference between infection and active 
disease. Otherwise some parents will be terror-stricken 
when their children give a positive reaction. In posi- 
tive reactors x-ray films should be made, which in 
most cases will show little more than glandular involve- 
ment in the hilus: areas; occasionally x-ray films will 
reveal evidence of active tuberculosis in the parenchyma 
of the lung which without proper care will develop 
into serious disease. 


I have seen terror-stricken parents and know that it 
is well worth the time taken to explain to them the 
difference between their child’s being sensitized to in- 
fection as shown by positive reaction and active dis- 
ease. Positive reactors, if properly cared for, can be 
prevented from developing active tuberculosis. I heart- 
ily endorse the principle of routine tuberculin tests in 
children. 


Dr. J. A. Nunn, San Antonio, Tex.—Recent statistics 
show that of 28,000 tuberculin tests done on school 
children in widely separated districts of Texas 18 per 
cent were positive. In San Antonio, Dr. M. A. Rams- 
dell has done 1,000 tuberculin tests on school children 
of the preprimer and first grades, children six or seven 
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years of age. These tests were made on equal numbers 
of Mexican, American and negro children. Of the to- 
tal number, 1,000 in all, 16.7 per cent reacted positively 
to tuberculin. The test was positive in 32.8 per 
cent of the Mexicans, in 12 per cent of the negroes, 
and a little less than 5 per cent of the American chil- 
dren. 


In Houston, 14,112 school children have been tested 
in the past three years, and 25 per cent of them have 
positive tuberculin tests. A few years ago Taylor, of 
Iowa City, did tuberculin tests on 1,356 hospitalized 
children in the Children’s Hospital of that city. These 
children ranged in age from under six months to sixteen 
years, and cases of recognized tuberculosis were not 
included in the study. Most of the children admitted 
to that hospital were from the country or small towns. 
The total percentage of positive reactions found in the 
1,356 children was 16.59, and it ranged from 3 per cent 
in infants under six months of age to 31 per cent in 
children sixteen years of age. 

In Canada, Baker found 13.7 per cent positive reactors 
in 1,050 school children representing eight districts in 
Alberta. Ferguson, in Saskatschewan, reported 56.6 per 
cent positive reactions by the cutaneous test in 1,346 
school children from eight representative areas in that 
province. All the other investigators I have mentioned 
used the intracutaneous test, which is a much more 
sensitive test than the cutaneous. I am in doubt about 
Ferguson’s figures since they are so far out of line with 
those reported by others, although he may be right. 


At our city and county charity hospital here, Mc- 
Corkle has found the intracutaneous tuberculin test 
positive in 90 to 98 per cent of the contacts he has 
seen there. The patients in this clinic are largely Mex- 
icans. In private practice I have found the percentage 
of positive reactors among children of families giving 
a history of tuberculosis much lower, about 20 per 
cent. This is contrary to teaching, but I have noticed 
in the past several years a falling off in the number 
of positives among contacts. This is no doubt due to 
the fact that tuberculous patients these days are being 
taught to carry out measures for the prevention of 
the spread of the disease, and much has been accom- 
plished by this form of education. 

Routine tuberculin tests in children enable us to 
discover many tuberculous parents, relatives or servants, 
and are thereby a valuable means of controlling the 
disease. A positive tuberculin test alone in a child 
means true incipient tuberculosis, fhat is, in the ab- 
sence of physical signs or x-ray evidence of the dis- 
ease in the chest. Of course the test is also positive 
in more advanced stages of tuberculosis. The best time 
to diagnose tuberculosis as far as the patient is con- 
cerned is before there is even positive x-ray evidence, 
and this can be done only by the tuberculin test. These 
real incipient cases can be put on a routine of rest, 
proper diet, and so on, and if the exposure can be 
stopped, they get well with great regularity instead of 
going on to the adult type of tuberculosis later. Even 
in infants under two years of age the prognosis is not 
so bad as was formerly believed, provided the exposure 
can be stopped early. 

The majority of authorities on tuberculosis believe 
that the first infection of tuberculosis in childhood, if 
well healed, furnishes some immunity to the disease 
later on in life. Some, however, hold that the first 
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infection destroys our natural resistance to the disease 
and in this way renders us more susceptible to second 
infections. 

The question arises: does a positive tuberculin test 
always mean that the patient has tuberculosis? In 
children the answer should be yes. It means that the 
patient has either primary parenchymal tuberculosis, 
that is, the first infection, or that this has healed and 
left a tracheobronchial gland tuberculosis, or the pa- 
tient may have the adult type of tuberculosis. Only by 
history, examination and the x-ray can the differentia- 
tion as to type be made. Another question is: “Does 
a negative tuberculin test mean that the patient does 
not have tuberculosis?” Mitchell and others, I believe, 
have shown conclusively that the skin response to tu- 
berculin is depressed during acute infections, as measles, 
influenza and pneumonia, etc., and that many patients 
who react negatively during the acute stage of these condi- 
tions when there is fever, show positive reactions when 
the acute stage and fever have subsided, and the patient 
is convalescent. These men have also shown that some 
positive reactors lose their skin response to tuberculin 
when they become acutely ill with fever and again 
become positive during convalescence. Again it has 
been shown that positive tests during acute illness do 
not become negative during and after convalescence. 
Repeated negative reactions with ascending doses of 
tuberculin 0.1 to 1.0 mg. in a patient who is not 
acutely ill with fever are at least very strong evidence 
against the patient’s having tuberculosis except possibly 
a thoroughly healed and walled-off lesion in the tracheo- 
bronchial glands in which no tuberculin is allowed to 
escape into circulation. 

At one time it was thought that the injection of 
tuberculin into the skin in making the test might 
sensitize a patient to tuberculin, which would account 
in itself for a subsequent positive reaction, but I think 
it has been definitely proven that this does not happen. 

Of all the tuberculin tests that have been used, the 
intradermal, or Mantoux test, is the most sensitive, re- 
liable, and popular. 


FOOD PROBLEMS IN THE ONE CHILD 
FAMILY* 


By Max R. Woopwarp, M.D., 
Sherman, Texas 


There are from the standpoint of the child 
more serious diseases than anorexia nervosa, but 
there are few as alarming from the point of 
view of the parent. The accepted facts concern- 
ing anorexia nervosa are: first, it is a disease of 
the present generation occurring almost exclu- 
sively in one or two child families of the educated 
class; second, it is instigated or aggravated by 
forced feeding; and third, the contributing factors 
are fatigue, hyperneurotic types, too much milk, 


*Read in Clinical Session, Texas Pediatric Society, meeting = 
jointly with Southern Medical Association, Twenty-Eighth Ann 
Meeting, San Antonio, Texas, November 13-16, 1934. 
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vitamin and food advertising, overfeeding, be- 
tween-meal food and disregard of the personal 
equation and body type. 

I have taken this opportunity of analyzing one 
hundred consecutive cases of anorexia nervosa in 
private practice in white American families of 
the upper middle class. The result of this analy- 
sis is as follows: the patient was an only child 
in seventy-six families, and of the other twenty- 
four families the average difference between 
the patient’s age and the age of the next brother 
or sister was nine years. The latter group pre- 
sents an even greater problem than the simple 
one child family. The parental education was 
the equivalent of high school or better in ninety- 
seven, and their income fell in the comfortable 
class in ninety-four. The home situation was 
good or not determined in sixty, there were 
others in the home in twenty-five, and the re- 
maining fifteen had homes disrupted by divorce 
or other domestic difficulties. The analysis of 
the home situation is probably the most inaccu- 
rate of any of the statistics for it is impossible 
to inquire closely into such subjects. The body 
type was linear and hypertonic in ninety-five 
of the children with fatigue evident in ninety- 
two. The analysis of the food situation was 
quite interesting. Ninety-six were “forced fed” 
at the time of the examination. Every one of 
the children examined was forced to drink milk. 
Some of the children rebelled, but the majority 
were made to take at least a quart of milk a 
day or more. When the mothers were asked how 
much milk they thought their child should have, 
100 per cent responded with the proverbial one 
quart a day. Between-meal food was given to 
eighty of these children, the usual excuse given 
by the parents being that the child would not 
eat at meal time and they “just could not bear 
to see him starve.” 

It has been my impression for some time that 
anorexia nervosa is a preventable disease, and 
with this in mind I analyzed these one hundred 
cases further to determine why the mother orig- 
inally forcibly fed the child. Twenty-two of 
the mothers were trying to make a lateral of a 
linear type. The thinner the father and mother, 
the more anxious they were to produce a large 
child. I feel that if mothers could be convinced 
that one cannot feed a fox-terrier until he be- 
comes a great dane, such a thing probably would 
not have occurred in this group. Nineteen gave 
a history of having nursed the baby too long or 
of having given a bottle past the first year before 


starting solid food. This could have been pre- 
vented by a proper infant feeding schedule with 
less emphasis on milk. In the third group, this 
also with nineteen cases, the difficulty arose 
from too much advice in the home, especially 
from grandparents and relatives. I am sure that 
the present period of depression is responsible 
for the fact that more families live together; 
hence, this unusually large number of such cases. 
We should teach each mother that the responsi- 
bility of her baby’s diet and routine belongs to 
her alone. 


Seventeen of the mothers said they began 
forcing the child to eat during or following an 
acute illness in infancy either from fear that the 
child would have a recurrence or upon the ad- 
vice of their physician. Because of this danger, 
for the past several years I have fed forcibly 
only with nasal tube and have instructed the 
parents not to attempt such a thing. The fifth 
group of fifteen families gave a history of forced 
feeding from the very start because, they said, 
their formula was more than the child would 
take of its own accord. This was, of course, 
a misinterpretation of their feeding instructions, 
but to prevent this, all diet lists should include 
this statement: ‘Never force a child to eat.” 
The last group of nine families was made 
up of apprehensive parents past forty years 
of age. This is undoubtedly the most dif- 
ficult group to handle, for their anxiety over 
their only child’s welfare can hardly be altered. 
It was interesting to note that there were four 
of this latter group who were cesarean babies. 
When dealing with this group, the difficulties 
encountered can best be illustrated by the child 
who, as I was writing the history, leaned on the 
arm of my chair, looked up at me, and with 
the air of a conqueror said, “But you know I 
just won’t eat. Sure ’nough, I won’t.” 

In conclusion, I should like to emphasize these 
facts that mothers should be taught: to feed 
a child as if he had six hungry brothers and 
sisters and to treat him with judicious neglect; 
that food must not be discussed in the child’s 
presence; that there are no authentic cases on 
record in which normal children have starved to 
death in the presence of food; that all children 
do not take or require the same amount of food 
and that the mother’s duty ends with the provi- 
sion of attractive, wholesome food served at 
proper intervals. 
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TRACHEOBRONCHIAL DIPHTHERIA* 


By Homer Dupuy, M.D.,t 
New Orleans, Louisiana 


It is not generally known that diphtheria im- 
planted in, and limited to, the tracheobronchial 
tract is a distinct clinical entity. Charity Hos- 
pital, New Orleans, and private practice have 
shown us that it is not infrequent. True, this 
type is insidious in its development and pre- 
sents some difficulties in the interpretation of an 
unusual group of symptoms. We are only ex- 
ceptionally thinking of such a condition, even 
when facing it. Thus we are deceived, and a 
fatality will almost certainly be the outcome. 

Briefly outlined, what is the clinical picture? 

(1) A very sick looking patient, usually a 
child, though we have seen several adults with 
this disease. There is generally profound tox- 
emia. 


(2) Difficult breathing with distinct stridor 
over the trachea. Croupy cough. Cyanosis may 
be present. 


(3) We have noticed in practically all cases, 
suprasternal and diaphragmatic “tirage” (sink- 
ing-in, depression, of these parts in respira- 
tion). 

(4) There are wheezy, asthmatic, pulmonary 
sounds. 


(5) The throat is normal; there is not the 
faintest suggestion of a membrane. 


(6) The voice is perfectly normal. This is a 
fact of supreme diagnostic importance. In lar- 
yngeal diphtheria there is always dysphonia. 


(7) With these respiratory symptoms, and a 
clear voice, only one conclusion is possible: that 
there is an obstruction in the tracheobrcnchial 
apparatus. 

(8) We must positively eliminate the presence 
of a foreign body, which may sometimes produce 
symptoms not unlike the condition we are dis- 
cussing. 


*Read in Clinical Session, Texas Ophthalmological and Oto- 
laryngological Society, meeting conjointly with Southern Medical 
Association, Twenty-Eighth Annual Meeting, San Antonio, Texas, 
November 13-16, 1934. 

{Senior Visitirg Surgeon, Department of Otolaryngology, Char- 
ity Hospital, New Orleans; Professor of Otolaryngology, Louisiana 
State University Medical Center. 
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(9) As the membranous exudate extends be. 
yond the bifurcation to the larger bronchi (as 
proven by postmortems) the right or left bron- 
chus, or both, are blocked by the diphtheritic 
membrane. Auscultation reveals little or no air 
in one side of the lungs, with compensatory em- 
physema on the less obstructed side. Distention 
of the pulmonary alveoli must be a physical se- 
quence in this bronchial stenosis. Thus there is 
often present, especially in children, the “barrel- 
chest.” 


(10) Bronchopneumonia, or asthma, may be 
considered on first examination. These affec- 
tions have definite auscultatory and clinical 
signs. Excluding a foreign body which can be 
largely eliminated by the history of the case, 
such an array of symptoms as described should 
lead us to the conclusion that there is a tracheo- 
bronchial membranous invasion. Is it of diph- 
theritic origin? That is our experience. 


(11) In this type we cannot depend on mi- 
croscopic examinations. Secretions from the 
throat and larynx are usually negative as to 
diphtheria. The specific serum 20,000 to 40,000 
units is given as the initial dose. This may have 
to be repeated. With few exceptions, low 
tracheotomy, particularly in children, was our 
method of procedure. The tracheal opening af- 
fords an avenue for better breathing; also 
through it we can remove membranous casts 
with forceps. Very effective in this removal is 
a soft rubber catheter attached to the suction 
apparatus. A nurse can insert it through the 
tracheal cannula as often as is indicated. Such 
mechanical removals of exfoliated membranes we 
emphasize as of prime importance in reducing 
the constantly threatening possibility of com- 
plete lower respiratory tract stenosis with fatal 
asphyxia. Short bronchoscopes and_ urethro- 
scopes passed through the tracheal opening we 
have also used with very helpful results. Some 
may ask, why not direct bronchoscopy for such 
extractions? With such respiratory difficulty 
due to the membranous invasicn of an extensive 
anatomical area, one would have to be endowed 
with the skill of a Chevalier Jackson not to add 
insult to injury. We have applied bronchoscopy 
and indirect laryngoscopy for diagnostic pur- 
poses, chiefly in adults. Needless to say, 
general therapy, especially directed to the heart 
and kidneys, is essential in this fight against 
tremendous odds. 


‘ 
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SIMPLE TECHNIC FOR ESTABLISHING 
SPINAL FLUID DRAINAGES* 


By GeorceE B. Lawson, M.D., 
Roanoke, Virginia, 
and 
O. D. Boyce, M.D., 
Nashville, Tennessee 


Following the recent work of Kubie and Retant 
on forced spinal fluid drainage, we have devised 
a simple technic for establishing spinal fluid 
drainage and have found it quite satisfactory in 
several cases. 


The required apparatus is easy to construct, 
eliminates the Bradford frame and allows the 
patient to lie comfortably in bed while under 
treatment. 

Apparatus —(1) Spinal puncture needle (pref- 
erably size eighteen bore). 

(2) Small metal cuff with a set screw (it 
may easily be cut from a round or flat radio 
binder post (Fig. 2). 

(3) Small silver disc the size of a twenty-five 
cent piece with a hole through the center large 
enough to admit a size eighteen needle. 

Technic.—The patient is placed in the usual 


*Received for publication July 3, 1935. 

7Forced Drainage of the Cerebrospinal Fluid: Its Experimenta] 
Basis, the Technic of Clinical Application, and the Indications 
and Retan, George 
5, July 29, 1933. 


M.: J.A.MA., 101:354. 
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position for a lumbar puncture. The lumbar 
region is prepared in the usual manner and 
draped with sterile towels. 


The lumbar puncture is made between the sec- 
ond and third or third and fourth lumbar verte- 
brae. When the spinal fluid flows freely, the 
needle is withdrawn slowly until the flow ceases, 
reinserted until it barely drips; then pushed into 
the spinal canal 0.6 cm., allowing for the in- 
crease in depth between the skin surface and 
the spinal canal when the patient is extended. 


With the needle in place, it is nicked with a 
small ampule file 1 cm. from the skin surface 
and broken off at the point. The silver disc 
(Fig. 4) is placed over the end of the needle 
and then the small metal collar (Fig 3) is ap- 
plied over the needle. The collar is then pressed 
against the silver disc until the disc fits firmly 
against the skin. (The apparatus when assem- 
bled as described above is shown in Fig. 6). 


If the needle is not draining it may be pushed 
in a little or the stylette may be carefully rein- 
serted and withdrawn. Sterile dressings are ap- 
plied over the needle and entire lumbar region 
and strapped firmly in place with adhesive tape. 

Briefly the method of Kubie and Retan is to 
give slowly large quantities of hypotonic salt 
solution intravenously, usually two or three 
litres of a 0.45 per cent salt solution every one 
and one-half to two and one-half hours, and in 
this way the flow through the needle is very 
greatly increased. However, one should care- 
fully read the article by these workers. 


CUFF CUT OUT 
WITH HACK SAW 
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SOUTHERN MEDICAL ASSOCIATION 
Twenty-Ninth Annual Meeting 
St. Louis, Missouri, November 19.22, 1935 


THE ST. LOUIS MEETING 


Within approximately six weeks, the Associa- 
tion will hold its twenty-ninth annual meeting in 
St. Louis. Arrangements are nearly complete 
for the first Southern medical meeting in 
Missouri. The program of the Tuesday session 
is in charge of the host city. On Tuesday eve- 
ning a public session for the laity will be held, 
which will have four speakers. 

On Wednesday morning, four general clinical 
sessions have been arranged by the President, 
Dr. Taylor. These will be addressed by leaders 
in clinical practice and research from different 
parts of the country. A number of special or- 
ganizations will be represented in that their pres- 
idents will have a place on this program. The 
President and President-Elect of the American 
Medical Association, the President of the Amer- 
ican College of Physicians, of the American 
Roentgen Ray Society, of the American Urolog- 
ical Association, of the Medical Women’s Na- 
tional Association and of the Missouri State 
Medical Association, mong many other men of 
national reputation, will speak on Wednesday 
morning. Several sections and special groups 
will have their meetings simultaneously. From 
Wednesday afternoon through Friday morning 
jie regular section meetings will be held. The 
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President’s Address will be heard on Wednesday 
evening. An outline program, giving the time 
of each of the meetings, will be found on pages 
954 and 955. The complete program will appear 
in the November issue of the JouURNAL. Essay- 
ists and subjects chosen for the section meetings 
promise a variety of instructive and _ practical 
discussions of high quality. 


Exhibits both technical and scientific will de- 
serve careful attention. A large amount of space 
will be devoted to display of this material. New 
work to be shown by many Southern men is of 
outstanding merit. The host city, with its medi- 
cal society of more than a thousand members 
and its two great medical schools, will make im- 
portant contributions. 

Social entertainment, which always makes a . 
friendly gathering of any group of Southerners, 
has been delightfully planned. Those who have 
not made reservations for the St. Louis meeting 
should do so immediately, as hotel space is be- 
ing rapidly filled. 


PERNICIOUS ANEMIA AND RELATED 
EXPERIMENTAL CONDITIONS 


The dog was the animal through which the 
effectiveness of liver as a blood building food 
was first demonstrated. The modern treatment 
of pernicious anemia was developed following 
studies of dogs made anemic by bleeding. Ab- 
sence of a susceptible animal has been a trouble- 
some obstacle to students of pernicious anemia, 
who have had to test all unknown materials upon 
human cases of the disease. Even the medica- 
ments now widely used and acknowledged to be 
potent are standardized by their effects upon 
patients with pernicious anemia. With a paren- 
thetical‘‘Honni soit qui mal y pense” gifted scien- 
tists have administered to these sufferers by 
mouth or by injection all manner of noisome bio- 
logicals, including human and hog vomitus, and 
flesh of deceased persons. It may be added that 
the advancement to medicine has more than 
atoned for the treatments. 


Hog stomach and hog liver and the livers and 
stomachs of many other species of animals, in- 
cluding man, are effective in producing remis- 
sions in the disease. Dried dog stomach and 
dog liver have not this hematopoietic effect.’ 
Miller and Rhoads,! of the Rockefeller Institute, 


1. Miller, D. K.; and Rhoads, C. P.: The Experimental Pro- 
duction of Loss of Hematopoietic Elements of the Gastric Secre- 
tion and of the Liver in Swine with Achlorhydria and Anemia. 
Jour. Clin. Investig., 14:153, March, 1935. 
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have extended the study of animal anemias to 
swine. They investigated the effect upon pigs 
of a diet which closely approximated Goldber- 
ger’s pellagra diet and his canine black tongue 
diet. 

Swine which received this ration became quite 
ill. All developed achlorhydria, and more than 
half a macrocytic anemia of the pernicious ane- 
mia type with high color index. A few devel- 
oped a microcytic anemia with low color index. 
Their gastric juice after incubation with meat 
or yeast failed to stimulate red cell formation in 
pernicious anemia; their livers, normally strongly 
hematopoietic, likewise had lost this potency. In 
treatment of the animals iron was _ ineffective, 
but liver extracts were markedly beneficial. The 
achlorhydria was an early and persistent symp- 
tom, which disappeared after treatment in only 
one instance. The syndrome was apparently the 
closest approximation to human pernicious ane- 
mia which has been achieved. All the pigs on 
the black tongue diet developed achlorhydria, 
anemia, and lesions of the oral mucous mem- 
branes. 


In standardization cf material for treatment 
of the human disease, Jacobson,! of Harvard, has 
shown the possible value of a convenient labo- 
ratory animal, the guinea pig. Many normal 
pigs, according to this observer, exhibit a reticu- 
locytosis after injection of the blood stimulants 
active in pernicious anemia. About a third of 
the pigs examined failed to show the red cell 
increase, but in the remainder the reaction was 
so constant that they could be employed for 
testing the potency of unknown materials. The 
responsive guinea pigs showed red cell stimula- 
tion after receiving normal human liver and 
stomach extracts, but not after receiving stom- 
ach and liver extracts from patients who died of 
active pernicious anemia with low blood counts. 
Livers and stomachs of patients who died dur- 
ing remissions of pernicious anemia, however, 
stimulated the red cell formation of the guinea 
pigs. A small animal such as the guinea pig is 
very much needed for testing potent materials, 
and it is hoped that further studies will confirm 
the specificity of its reaction. 


Both these groups of experiments, those con- 
cerned with anemic swine and those dealing with 
blood stimulation in normal guinea pigs, em- 
phasize the variability of individuals within a 


. Jacobson, B. M.: Response of Guinea Pig’s Reticulocytes to 
Paes Effective in Pernicious Anemia: A Biological Assay of 
the Therapeutic Potency of Liver Extracts. Ibid, 14:665, Sept., 
1935. Assay on Guinea Pigs of Hematopoietic ety | of Hu- 
Normal and Pernicious Anemia. Ibid, 679. 
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species. The response of the species was char- 
acteristic but not constant, and the reaction of 
the particular animal could be determined only 
by testing. 

Human pernicious anemia seems by these 
studies to be related a little more closely to the 
dietary deficiency diseases. It is quite possible 
that individual heredity plays an important role 
in its development. A congenital extreme short- 
age of a building material might explain the on- 
set of pernicious anemia in patients whose his- 
tory reports an apparently adequate diet. 


GLEANINGS FROM RECENT JOURNALS 


Lindbergh at the Rockefeller Institute—In 
the September issue of the Journal of Experi- 
mental Medicine is a very complete description 
of a robot developed at the Rockefeller Institute 
by the Flying Colonel’ for the continuous culti- 
vation of whole organs. A preliminary report 
on the apparatus was made briefly in Science 
last spring by Alexis Carrel and C. A. Lind- 
bergh,? and America’s air hero was not identified 
with an unknown laboratory worker. The ap- 
paratus seems admirably designed to bathe a 
small piece of living tissue continuously in an 
aseptic circulating fluid resembling blood, under 
a controlled pulsing pressure suggesting the dias- 
tole and systole of the heart. In it, a whole 
ovary will grow and produce corpora lutea. The 
description will be read with interest by those 
of an engineering turn of mind and its intricacies 
will be found difficult to comprehend by the non- 
mechanical. 


The description shows the thoroughness, fore- 
thought and minute attention to details which is 
popularly believed to characterize all the dis- 
tinguished aviator’s activities. If the same time 
and ability had been devoted to a patentable 
gadget useful in the manufacture of sheet steel 
or cheap cotton cloth, a fortune might result 
from it. It is, however, proffered by the in- 
ventor, a volunteer worker,® for free use by those 
interested. 

In 1931, Lindbergh* reported anonymously 
from the Rockefeller Institute an entirely dif- 
ferent apparatus for cultivation of tissue in a 
sterile circulating medium. 


1. Lindbergh, C. A.: An Apparatus for the — of Whole 


Organs. Jour. Exper. Med., @2:409, Sept. 1, 193 
2. Carrel, A.; and Lindbergh, C. A.: The ell of Whole 
Organs. Science, 81:621, 1935. 


3. Time, 26:40, Sept. 16, 1935. 


4. Lindbergh, C. A.: Apparatus to Circulate a Liquid Under 
Constant Pressure in a Closed System. Science, 73:566, 1931. 
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Time quotes Dr. Alexis Carrel as calling the 
aviator ‘‘a great savant” and the same magazine 
comments: ‘‘Despite popular impressions, Dr. 
Carrel is not the mere tail of the Lindbergh kite. 
He has had a fine full career of his own.” For 
the scientifically minded, the order of explana- 
tion would be reversed. Assurances would read: 
“Despite popular impressions, Lindbergh is not 
the mere tail of the Carrel kite,” and the future 
would be awaited to assign the aviator his place 
in the scientific sun. 


Lindbergh is a man of little academic educa- 
tion, if cne compares him with the doctors of 
medicine and philosophy with whom his name 
is associated in the Rockefeller Institute. Ac- 
cording to his book, “We,” published shortly 
after his flight to Paris, he attended the Univer- 
sity of Wisconsin for less than two years and 
later a school of aviation for a period. His 
book has historic but not literary merit. The 
apparatus described is an engineering, not a 
biological feat. It is a great contribution of Dr. 
Carrel that he has interested in his work a man 
whose genius and training lie in an entirely unre- 
lated field. Lindbergh’s career can but lend 
support to critics of the present standardized and 
inbred educational system, which over-empha- 
sizes degrees and a prolonged period of appren- 
ticeship for the professions. It is a commentary 
as well upon the importance of collaboration in 
the distantly related branches of endeavor. 


Scarlet Fever Immunization of Nurses —The 
relative severity of reactions to the Dick toxin, 
according to workers in the Massachusetts De- 
partment of Health,’ as compared with diphthe- 
ria immunizing agents, has limited the use of 
the Dick methcd. In support of the value and 
practicability of scarlet fever immunization, they 
present the records of six thousand nurses in 
Massachusetts hospitals. The attack rate among 
the susceptible, or Dick positive, who were not 
immunized was 12.8 per cent. For the Dick 
negative and those immunized, it was 0.7 per 
cent. Nurses in hospitals in which immuniza- 
tion was not done had four times the scarlet 
fever of the hospitals in which they were im- 
munized. Five injections were employed and 
the immunity lasted at least three years. Dick 
and Boor? report further concentration of the 
toxin, which should eliminate some of the reac- 
tions, and eventually it is to be hoped, as in 


1. Anderson, G. W.; and Reinhardt, W. I.: Scarlet Fever Im- 
munization of Nurses. Jour. Infec. Dis., 57:136, Sept., 1935. 

2. Dick, G. F.; and Boor, A. K.: Scarlet Fever Toxin: A 
Method of Purification and Concentration. Jour. Infec. Dis., 
ibid, p. 164 
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the case of diphtheria, the technic will be very 
much more simplified. 


Lymphogranuloma Inguinale—The virus dis- 
eases are awakening new interest in recent years, 
as they assume increasing clinical importance, 
and as animal infections of this type are studied. 
Infantile paralysis, encephalitis, smallpox, yellow 
fever, rabies, herpes, dengue, the common cold, 
mumps, lymphogranuloma inguinale, foot and 
mouth disease of cattle, and other diseases of an- 
imals and birds which occasionally attack man, 
are caused by ffilterable viruses, infectious 
agents invisible to the microsccpe. Like liq- 
uids, they pass through fine porcelain filters 
which hold back ordinary bacteria. They are 
of particular interest because a number of 
them attack the brain. Most of them confer an 
immunity, and therefore should be preventable, 
if the proper immunizing material were availa- 
ble. D’Aunoy, von Haam and Lichtenstein,! in 
New Orleans, have recently made detailed 
studies of the virus of lymphogranuloma in- 
guinale, which they say occurs fairly frequently 
in negroes. A specific skin test, the Frei test, 
is diagnostic. They inoculated various labo- 
ratory animals with material from buboes. 
Certain species of monkeys and mice were found 
most convenient for carrying on the infection. 
Chickens and frogs were not susceptible, though 
the virus apparently survived for some time in 
their brains. 


A New Principle of Vaccination—Another of 
the virus diseases is an infectious bronchitis, 
which is responsible for extensive losses in poul- 
try flocks. A method of prevention reported by 
Hudson and Beaudette,? of the New Jersey Ag- 
ricultural Experimental Station, in 1932, con- 
sisted of introducing the virus which ordinarily 
enters the fowl’s body by the oral route, into 
the cloaca. There it causes a local inflammation 
of a few days instead of the more serious illness, 
and the bird is immunized. It may be passed 
from chicken to chicken by inoculation from an 
infected cotton swab. 

The inoculated fowls do not become carriers, 
but are non-infectious within a week’s time.® 
An abundant supply of the virus may be ob- 


1. D’Aunoy, R.; von Haam, E.; and Lichtenstein, L.: Virus 
of Lymphogranuloma Inguinale. Amer. Jour. Path., 11:739, 
Sept., 1935. 

2. Hudson. C. B.; and Beaudette, F. R.: 
= i with the Virus of Infectious Bronchitis. 

3. Beach, J. R.: Survival of Virus of Infectious Laryngo- 
tracheitis in the Bursa of Fabricius and Cloaca of Chickens After 
“Intrabursal” Infection. Jour. Infec. Dis., 57:133, Sept., 1935. 
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tained by cultivation upon a developing hen’s 

The principle of prevention of a fatal disease 
by producing a localized infection is similar to 
that used against smallpox. In the latter dis- 
ease, however, the prophylactic agent is the virus 
of cow pox, not that of smallpox. In vaccina- 
tion against infectious bronchitis, the dangerous 
micro-organism is introduced into the fowl’s 
body, but at a site where, from large numbers 
of experiments, it seems to be harmless. 


TWENTY-FIVE YEARS AGO 
From JOURNALS oF 1910 


St. Louis Meeting of the American Medical Associa- 
tion in 1910.—The sixty-first annual session of the 
American Medical Association will be held * * * at 
St. Louis, Missouri. * * * The twelve scientific sections 
of the American Medical Association, the Medical De- 
partment of the Army, the Medical Corps of the Navy, 
and the United States Public Health and Marine Hospi- 
tal Service are entitled to one delegate each. * * * Wu- 
tram C. Gorcas, President. 

The program of the Section on Practice of Medicine 
will include: 

“Experiences with the Duodenal Contents in Man,” 
Max Einhorn, New York. 

“The Radical Cure of Malaria: Its Importance and 
How it May Be Attained,” Seale Harris, Mobile. 


“Urinary Hyperacidity and Its Relation to Neuritis, 
Neuralgia and Myalgia,” Thomas R. Brown, Baltimore 
“Treatment of the Circulatory Failure of Acute In- 
fectious Diseases by Drugs Other than Alcohol,” George 
Dock, New Orleans. 

“Autogenous Vaccine Therapy in Endocarditis,” Ed- 
ward C. Rosenow, Chicago. 

In addition to the entertainments noted * * * the 
visitors to St. Louis may see a balloon race. 


The approaching session [1910]? will be the fourth 
to be held in St. Louis. In 1854, the Association, then 
only seven years old, met * * * in Veranda Hall. 

* * * The second session of the Association held in 
St. Louis was in 1873. Members of the convention were 
invited to a Soiree musicale, to be held at Mercantile 
Library Hall, corner of Fifth and Locust Streets. * * * 
The Treasurer’s report showed total transactions of 
$6,614.40, with a balance on hand of $496.74. * * * 

The third St. Louis session of the Association oc- 
curred in 1886. Resolutions were presented denouncing 
the endorsement by certificate, advertisement, testi- 
monial or indirect approval of proprietary medicine and 
appliances. * * * 

The scientific programs published in this issue indi- 
cate that the coming session will equal if not surpass 
in scientific work any meeting heretofore held. * * * 


C. A.: Studies of Infectious Laryngotracheitis. Ibid, 


2. Editorial: Previous St. 


Sessions: 
JAM.A., 54:1546, 1910. 
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St. Louis—Where We Meet 


THE ST. LOUIS MEDICAL SOCIETY* 


The St. Louis Medical Society was founded in 1836 
by a small group of physicians. It was known as the 
Medical Society of the State of Missouri until 1850, 
when the Missouri State Medical Society was organ- 
ized, and the name of the local organization was 
changed to the St. Louis Medical Society. 

In the early days the meetings were held in the as- 
sembly room of the Public School Library in the Poly- 
technic Building, then on Seventh and Chestnut Streets, 
and later a room in the Y.M.C.A. was used. 

The library of the St. Louis Medical Society is an 
outgrowth of the St. Louis Medical Library Association, 
formerly known as the Medical Exchange Journal Club. 

In the fall of 1898 Drs. James Monroe Ball, Frank J. 
Lutz and Amand Ravold, members of the Exchange 
Club, saw the immediate need of a medical library in 
St. Louis and held a meeting for the purpose of organiz- 
ing a medical library association. Twenty-three physi- 
cians answered the call, each contributing twenty-five 


Home of the St. Louis Medical Society. 


dollars, and organized the St. Louis Medical Library 
Association. In 1904 the Association rented two small 
rooms on an upper floor of the Y.M.C.A. building. 
The library soon outgrew these quarters and in 1905 the 
Pine Street building was purchased. 

In 1905 the St. Louis Medical Society leased the lot 
at the rear of the library building and erected thereon 
an auditorium with a seating capacity of 250. A final 
union of the society and library was brought about in 
1913. The indebtedness of the library association was 
taken over by the St. Louis Medical Society, which 
agreed to maintain the library. 

In 1920 the library again outgrew its quarters. There 
had been a remarkable increase in the membership and 
the auditorium was in every way inadequate for the 
scientific meetings and other society activities. A new 
fire-proof building became imperative. In 1922 solici- 
tations of subscriptions for the erection of the new 
structure began. A committee was appointed and after 
many months of ceaseless effort ground for the new 
building was broken on May 19, 1925, and the corner- 


“By Dr. R. V. Powell, St. Louis Chairman of Publicity for 
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stone was laid on July 16, 1925. Solicitations for sub- 
scriptions continued during construction of fhe new 
building and financial aid was obtained not only from 
society members, but from men and women outside of 
the profession who were interested in the building of 
our new home. 

The St. Louis Medical Society moved into its beauti- 
ful new $400,000 home at 3839 Lindell Boulevard on 
July 29, 1926. This building was planned and con- 
structed especially for the convenience and comfort of 
the St. Louis Medical Society. The auditorium in the 
rear of the administration building has a seating capac- 
ity of seven hundred and there are several private 
meeting rooms, a dining room and adjoining rooms for 
entertainment. A large, beautifully furnished lounge is 
also situated on the first floor and occupies the eastern 
portion of the administration building. Here many 
informal social conferences are held with fellow mem- 
bers. It is truly a relaxing refuge from the cares of 
modern day practice. Ample office space is provided on 
the first floor for the officers of the Society. A spe- 
cial room is also provided for the Council, the execu- 
tive body of the Medical Society. 

On the walls of the first floor lobby there are tablets 
of Benard Farrar, the first president of the St. Louis 
Medical Society; William Beaumont, the pioneer Ameri- 
can physiologist, who was president of the Society in 
1841, and John Thompson Hodgen, well-known St. 
Louis surgeon, who was president of the Society in 
1876. 

The library occupies the entire second floor and con- 
tains more than 30,000 volumes with 325 files of cur- 
rent journals and transactions in English, French and 
German. A valuable collection of rare old medical 
books numbering about 800 volumes and pictures of 
medical historical interest was given to the Society by 
the late James Monroe Ball and is exhibited in one of 
the rooms on the second floor in connection with the 
library. 

The Bartscher room is a memorial to Dr. Hugo Bart- 
scher from his mother, Mrs. Franciscus Bartscher, who 
left approximately $41,000 to the Society for this pur- 
pose. This room houses many valuable historical col- 
lections, rare old medals and books, art exhibits and an 
excellent display of unusual photography, the work of 
our members. On the walls are several plaques of 
prominent members donated by their friends in appre- 
ciation and commemoration of their valuable service to 
the Society. 

The Glasgow reading room was made possible through 
the generosity of Mrs. Newton R. Wilson, who con- 
tributed $50,000 to the building fund as a memorial 
to her two deceased brothers, Drs. Will Carr Glasgow 
and Frank Adams Glasgow. This room occupies the 
eastern portion of the second floor of the administra- 
tion building. Here one finds a comfortable, quiet 
room for an hour’s study and relaxation with two com- 
petent librarians in constant attendance. The average 
attendance in this room is about three hundred per 
month. About 3,000 books are taken from the library 
each year for outside reading and more than 400 bibli- 
ographies are prepared for the members each year. 

The Society 1,000 active members. Weekly 
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scientific meetings are held in the auditorium. The or- 
ganization publishes its own weekly bulletin carrying the 
news of the Society, keeping its members informed as 
to the programs, local public health statistics and medi- 
cal news, including the proceedings of the meetings and 
scientific papers. There are numerous committees ac- 
tively engaged in the solving of public welfare, public 
health, economic and scientific problems. 


For more than three years the Society has sponsored, 
edited and broadcast weekly radio talks pertaining to 
public health matters over one of the local broadcasting 
stations. During the fifteen-minute program allotted 
through the courtesy of the station, diseases of com- 
mon interest are discussed, the name of the editor and 
speaker being withheld. To date 170 radio talks have 
been broadcast. Many favorable comments have been 
received and copies of these talks have been requested 
from individuals in our own and several adjacent states. 

The State of Missouri, the City of St. Louis and 
particularly the St. Louis Medical Society are ready 
and eager to welcome and entertain the Southern Medi- 
cal Association in November. 


SCHEDULE FOR ST. LOUIS MEETING 


Schedule of scientific activities for the pre- 
liminary program, subject to change in the offi- 
cial program, is as follows: 


TuEspAyY, NOVEMBER 19 


Forenoon and afternoon: 
Five clinical sessions, running concurrently, two 
covering the medical specialties, two the surgical 
specialties and one eye, ear, nose and throat. All 
presentations by St. Louis physicians. 

Evening: General public session 


WepNEspDAY, NOVEMBER 20 
Forenoon: 


Four clinical sessions, running concurrently, two 
covering the medical specialties and two the surgi- 
cal specialties. Presentations by physicians from 
within the Southern territory and from other parts 
of the country. 

Section on Ophthalmology and Otolaryngology 
Section on Gynecology 

Section on Railway Surgery 

Section on Medical Education 


Afternoon: 


Section on Pediatrics 

Section on Dermatology and Syphilology 
Section on Neurology and Psychiatry 

Section on Gastroenterology 

Section on Surgery 

Section on Ophthalmology and Otolaryngology 


(Round Table) 
Section on Public Health 
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Evening: 
General Session (Addresses of Welcome, President’s 
Address, Report of the Council, Election of Of- 
ficers, etc.) 


TuurspAy, NOVEMBER 21 
Forenoon: 

Section on Medicine 
Section on Radiology 
Section on Pathology 
Section on Bone and Joint Surgery 
Section on Obstetrics 
Section on Urology 
Section on Public Health 
Section on Ophthalmology and Otolaryngology 


Afternoon: 


Section on Pediatrics 

Section on Dermatology and Syphilology 

Section on Neurology and Psychiatry 

Section on Gastroenterology 

Section on Surgery 

Section on Ophthalmology and Otolaryngology 
(Round Table) 


Evening: 


Alumni Reunions 


Fripay, NOVEMBER 22 
Forenoon: 


Section on Medicine 

Section on Radiology 

Section on Pathology 

Section on Bone and Joint Surgery 

Section on Gynecology and Section on Obstetrics, 
joint session. 

Section on Urology 

Section on Ophthalmology and Otolaryngology 


Independent organizations meeting conjointly: 


Southern Branch, American Public Health Associa- 
tion, Tuesday afternoon and Wednesday forenoon. 

National Malaria Committee, Thursday afternoon 
and Friday forenoon. 

American Society of Tropical Medicine, Wednesday 
and Thursday forenoons and afternoons and Fri- 
day forenoon. 

Allergy Clinic and Round Table, Thursday fore- 
noon. 

Academy of Pediatrics, Regions 2 and 3, Monday 
and Tuesday, forenoons and afternoons. 

Society for Experimental Biology and Medicine, 
Southern Section, Wednesday forenoon. 

Southern Association of Anesthetists and Western 
Association of Anesthetists, joint meeting, Mon- 
day, Tuesday and Wednesday, forenoons and aft- 
ernoons. 
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Amebiasis and Amebic Dysentery. By Charles F. Craig, 
M.D., M.A. (Hon. Yale), F.A.C.P., F.A.C.S., Colonel, 
United States Army, Retired, D.S.M., Professor of 
Tropical Medicine and Head of the Department of 
Tropical Medicine, School of Medicine, Tulane Uni- 
versity of Louisiana, New Orleans, Louisiana; Feor- 
merly Commandant, Army Medical School and Di- 
rector of the Department of Clinical Pathology and 
Preventive Medicine, and Assistant Commandant, 
Army Medical Center, Washington, D. C. 315 pages. 
Springfield, Illinois, and Baltimore, Maryland: Charles 
C. Thomas. Cloth, $5.00. 

Tulane Medical School is justly proud of its Depart- 
ment of Tropical Medicine, with Colonel Charles F. 
Craig, an authority on tropical parasitology, as its Di- 
rector. Likewise Southern physicians who are interested 
in amebic dysentery, and other manifestations of ame- 
biasis, are fortunate that Dr. Craig has produced an 
authoritative book on a subject that has been promi- 
nent in medical discussions for a long time, particularly 
since the Chicago epidemic of amebic dysentery. The 
widespread distribution of this infection as reported in 
recent years, the occurrence of severe local epidemics, 
and the frequency of amebic dysentery in general prac- 
tice all over the country make the book particularly 
timely. It contains not only the observations and opin- 
ions of other authorities, but the author’s own opinions, 
which are based upon long and fruitful experience and 
study of the subject under especially favorable circum- 
stances. 

Craig states that amebiasis is endemic wherever soil 
pollution is practiced, but to a greater extent in 
subtropical and tropical climates, and while dysentery is 
its most important manifestation there are other symp- 
toms such as abscesses of the liver, lungs and even of 
the brain. Craig does not accept the opinion of 
Kophoid and his associates that amebiasis is a cause of 
arthritis. 

Carriers of the Endamoeba histolytica are divided into 
four classes: (1) healthy carriers; (2) those having 
indefinite and slight gastro-intestinal or nervous symp- 
toms; (3) those having recurring attacks of diarrhea; 
(4) the cases of acute or chronic amebic dysentery. 
Classes one and two may develop into the more severe 
types. Various methods of treatment are discussed, in- 
cluding emetine, emetine-bismuth-iodide and “chinio- 
fon,” which is also sold under the trade names of 
“yatren” and “anayoden.” Craig regards carbarsone as 
the one most effective drug in the treatment of ame- 
biasis. He calls this drug “the most powerful and the 
least toxic of the arsenicals which have been recom- 
mended in the treatment of amebiasis,” though he adds: 
“At present we possess no single drug or single method 
of treatment which will eliminate infection with Enda- 
moeba histolytica in every case.” 

The laboratory diagnosis, including the technic of 
stool examinations and showing properties of various 
amebae and their cysts, illustrated with a number of 
beautiful cuts, is a valuable chapter. The book is prac- 
tical enough to be of great value to the general practi- 
tioner and sufficiently erudite to be of interest to the 
specialist in tropical parasitology. 
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Methods of Treatment. By Logan Clendening, M.D., 
Clinical Professor of Medicine, Medical Department of 
the University of Kansas. With chapters on special 
subjects by H. C. Andersson, M.D.; Ursulla Brunner, 
R.N.; J. B. Cowherd, M.D.; Paul Gempel, M.D.; H. 
P. Kuhn, M.D.; Carl O. Rickter, M.G.; F. C. Neff, 
M.D.; E. H. Skinner, M.D.; E. R. DeWeese, M.D.; 
and O. R. Withers, M.D. Fifth Edition. 879 pages, 
illustrated. St. Louis, Missouri: The C. V. Mosby 
Company, 1935. Cloth, $10.00. 


“Be not the first by whom the new is tried 
Nor yet the last to lay the old aside” 


was the excellent advice of a wise therapeutist to his 
students before they graduated in medicine. Clenden- 
ing, an experienced teacher and a practical clinician, 
seems to hold on to the good among the older reme- 
dies, and to adopt the newer ones that have been tried 
and are of proven value, in writing one of the most 
practical books that has been published on treatment. 
Clendening is not a therapeutic nihilist, nor is he over- 
enthusiastic in the use of drugs in the treatment of dis- 
ease. His book tells the medical student, and the doctor 
who desires a quick reference when treating his pa- 
tients, what to do and how to do it; whether it is 
prescribing drugs for constipation, or describing the 
technic for a therapeutic spinal puncture, or a blood 
transfusion. The use of drugs is concisely discussed in 
200 pages. Then follow chapters on dietetics, physio- 
therapy, an excellent chapter on psychotherapy, often 
more important than drugs in the treatment of the 
sick; and finally a description of miscellaneous pro- 
cedures like the technic in producing artificial pneumo- 
thorax and duodenal biliary drainage. The chapter on 
ductless gland therapy deals only with the extracts of 
known value and wisely omits speculative organother- 
apy. The therapy of diseases of the various organs is 
considered in 200 pages of condensed and practical de- 
scriptions of methods of treatment. Twenty pages of 
index, covering the whole field of therapeutics, enhances 
the practical value of a book which, if read and studied, 
will add materially to the armamentarium of the general 
practitioner or the internist. 


Hughes’ Practice of Medicine. Revised and Edited by 
Burgess Gordon, M.D., Associate Professor of Medi- 
cine, Jefferson Medical College, with Sections on 
Nervous and Mental Diseases by Harold D. Palmer, 
M.D., Neurologist Out-Patient Department, Pennsyl- 
vania Hospital, and on Diseases of the Skin by 
Vaughn C. Garner, M.D., Assistant Professor of 
Dermatology and Syphilology, University of Pennsyl- 
vania, Etc. Fifteenth Edition. 808 pages, illustrated. 
Philadelphia: P. Blakiston’s Son & Co., Inc., 1935. 
Leather, $5.00. 


To this edition have been added a great many new 
subjects. The greatest criticism that can be offered is 
the apparent lack of knowledge of the newer advances 
in the treatment of some of the infectious diseases. For 
instance, although the white blood count of the spinal 
fluid is used as a guide in the treatment of cerebrospinal 
fever, it is not given, and reading on page 532, “keep- 
ing in view the course and general prognosis of lepto- 
meningitis it is questionable that any active medication 
will abate the disease.’ This statement is not qualified 
as to cerebrospinal fever, though earlier in the book 
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serum is advised. While the single injection of alum 
precipitated toxoid for diphtheria prevention has been 
in use a number of years and is of proven value, the 
writer still sticks to the old toxin-antitoxin mixture. 
The use of neoarsphenamine as an injection treatment 
in Vincent’s disease is omitted. In the diagnosis of 
pneumonia types the method of typing developed by 
Sabin is not mentioned, nor is the use of convalescent 
serum in measles. A large number of practitioners 
prefer the multiple puncture method in the vaccination 
against smallpox, but only the scratch method is given. 
As to the prophylactic injections to prevent Rocky 
Mountain spotted fever and yellow fever nothing is 
said. Among the newer remedies in malaria not found 
in the book are plasmochin and atabrine, though they 
are used as adjunct to and in cases where quinine is 
not tolerated. The discussion of intestinal parasites is 
incomplete. Brewers’ yeast, a most valuable adjunct in 
the treatment of pellagra, is not mentioned. There is 
no discussion of xerophthalmia in the section on defi- 
ciency diseases. The remaining sections of the book are 
well done and give to the reader a more accurate sur- 
vey of the subjects. 


Clinical Diagnosis by Laboratory Methods. By James 
Campbell Todd, Ph.B., M.D., Late Professor of Clin- 
ical Pathology, University of Colorado School of Med- 
icine, and Arthur Hawley Sanford, A.M., M.D., Pro- 
fessor of Clinical Pathology, University of Minnesota 
(The Mayo Foundation) ; Head of Section on Clinical 
Laboratories, Mayo Clinic. Eighth Edition, Thor- 
oughly Revised. 792 pages, illustrated. Philadelphia 
and London: W. B. Saunders Company, 1935. Cloth, 
$6.00. 


The man in practice will find interesting data in the 
appendix regarding “office laboratory methods and 
equipment.” In these pages there are suggestions as to 
the minimum office laboratory procedures with which a 
physician should be familiar. In addition several pages 
are devoted to an index-outline of laboratory findings 
in important diseases, with cross references to each par- 
ticular subject by page as discussed in the volume. 

The new chapter on clinical chemistry includes old 
material taken from the chapter on blood in other edi- 
tions, with the addition of determination of some of 
the following: sulphemoglobin; uric acid; amino-acid 
nitrogen; cysteine and cystine; serum protein; albumin- 
globulin ratio; fibrinogen; lipids; cholesterol; choles- 
terol ester; lecithin; blood chlorides; the Exton Rose 
method for sugar tolerance; calcium; phosphorus; iron, 
etc. The bile pigment is more fully discussed. 

The chapter on blood has been thoroughly rearranged 
and the discussion of hemoglobin expanded; there is 4 
description of the van Allen thrombocytocrit and of 
Nygaard’s method for making plasma platelet count. 
There is a new diagram illustrating a simple classifica- 
tion of anemias, and brief discussions of several forms 
of anemia referred to in the diagram. Like all ane- 
mia, eosinophilic leukemia, infectious mononucleosis and 
agranulocytosis are dealt with more fully than in previ- 
ous additions. There is also a brief discussion of M 
and N agglutinogens. 

In the field of serology, urinalysis, examination of 
feces, animal parasites, bacteriology, the student will be 
glad to find new material and new methods. There are 
twenty-five new illustrations. 
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Diseases of the Chest. By J. Arthur Myers, M.D., Pro- 
fessor of Medicine, Preventive Medicine and Public 
Health, University of Minnesota Medical School. 385 
pages, illustrated. New York: National Medical Book 
Company, Inc., 1935. Cloth, $4 00. 

The various types of tuberculosis are described, their 
diagnosis and treatment. The value of the tuberculin 
test, the sputum examination and thie history and 
physical findings are stressed. The roentgen examina- 
tion is conceded its full value; at the same time it is 
brought out that shadows on an x-ray film alone are 
not sufficient for a diagnosis. Operative measures such 
as those on the chest wall and phrenic nerve interrup- 
tion are omitted. 

The more recent advances in pneumococcus typing 
by the method of Sabin (Neufeld reaction) are not dis- 
cussed. The serums available for types I, II and VII 
in the pneumococcus group are not described. One 
would think from the text that a patient can have 
either appendicitis or pneumonia, but an occasional case 
is reported with both. While pneumothorax is given as 
a method of treatment, oxygen therapy is utterly neg- 
lected. 

Other non-tuberculous diseases of the chest as bron- 
chiectasis, tumors, fungi and carcinoma are discussed 
fully enough for a book of this type. A large number 
of roentgenograms visualize for the reader all of the 
conditions described. After each chapter are a sum- 
mary and a large number of references. 


One Thousand Questions and Answers on Tuberculosis. 
Edited by Fred H. Heise, M.D., Medical Director, 
Trudeau Sanatorium, and Question Box Editor, Jour- 
nal of the Outdoor Life. 232 pages. New York: 
Journal of the Outdoor Life, 1935. Cloth. 


The book is a compilation from the Question Box De- 
partment of the journal “Outdoor Life” by Dr. Heise, 
of Trudeau, in his answers to the more intelligent ques- 
tions that have come to that Department. Emanating 
as it does from Trudeau, it should be of very great 
value to sufferers from tuberculosis. The questions and 
answers are compiled ideally to bring systematically 
and in a very practical way facts that the patient 
should know. The book is highly to be recommended 
as a guide for patients. 


The Doctor and the Public: A Study of the Sociology, 
Economics, Ethics, and Philosophy of Medicine, Based 
on Medical History. By James Peter Warbasse, M.D., 
Author of “Surgical Treatment,” “The Conquest of 
Disease,” “Medical Sociology,” “Cooperative Democ- 
racy,” etc. 572 pages, illustrated. New York: Paul 
B. Hoeber, Inc., 1935. Cloth, $5.00. 

Dr. Warbasse writes a medical history in presenting 
his ideas of medical socialism. Starting with the lower 
animals he gives examples of the care that they bestow 
on one another when they are sick. If he should visit a 
farm he would find that the sick are shunted to one 
side by the other animals, that the weak chicken is 
pecked until it is killed and that only the strong sur- 
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vive. And it is still the instinct of man to go off by 
himself when he is sick, and he asks only to be let 
alone rather than to call on the herd for help. 


The author takes pride in allowing his intense hatred 
of war to sway his writings. Whether one likes war 
or not, there is no doubt that a great deal of informa- 
tion has been gained from the battlefield by the medical 
profession. The statement is made that there is a pro- 
fessor of military science and tactics in medical schools. 
These were to be withdrawn several years ago according 
to the Journal of the American Medical Association. 


The author shows his bias in the presentation of vari- 
ous plans for the care of the sick. The only plan that 
he gives full discussion is the “consumers’ cooperative 
plan,” under which the consumers form an association 
and hire physicians. He finds very little good in the 
private competitive plan. 

The illustrations are well selected, but the workman- 
ship is poor due to the paper on which they are printed. 
One finds this book a satisfactory medical history, but 
at the same time a prejudiced presentation of medical 
communism. 


The Commonwealth Fund Sixteenth Annual Report for 
the Year Ending September 30, 1934. 81 pages, illus- 
trated. New York: Paper. 

A very readabie exposition of the work in which the 
Commonwealth Fund is engaged. In addition to the 
usual financial report, the excerpts from papers written 
by resident fellows describing their reaction to Amer- 
icans give a glimpse of the American people as seen by 
rather favorable eyes. 


Southern Medical News 


ALABAMA 


Dr. Edward S. Sledge, Mobile, was elected Vice-President of the 
Chattahoochee Valley Medical Association at its meeting in Ra- 
dium Springs, Georgia, recently. 

The Elmore and Tallapoosa County Medical Societies, in joint 
session on August 13, had as guest speaker Dr. H. Earle Conwell, 
Birmingham. 


Dr. Andrew Crozier Cameron, Birmingham, aged 55, died re- 
cently of heart disease. 

Dr. David Houston Chilton, Parrish, aged 58, died June 2. 

Dr. John Thomas Edwards. Glencoe, aged 78, died recently of 
hypostatic pneumonia and arteriosclerosis. 

Dr. Robert Lee Young, Eutaw, aged 73, died June 15 of arterio- 
sclerosis. 

Dr. William Joseph Love, Opelika, aged 75, died June 29. 


ARKANSAS 


The Southeast Arkansas Medical Society and the Fourth Coun- 
cilor District Medical Society, meeting in joint session on August 
19, had as guest speakers Dr. W. T. Pride and Dr. E. C. Mitch- 
ell, both of Memphis, Tennessee. 

The Southeast Arkansas Medical Society had as guest speakers 
at a recent meeting Dr. Guy A. Caldwell and Dr. &. C. Barrow, 
Shreveport, Louisiana. 

The State Board of Health was entertained recently by Dr. 
W. G. Hodges, Malvern, at his lodge on Lake Catherine on 
July 17. 

Dr. William Lloyd Sheep, formerly of Elizabeth City, North 
Carolina, has been appointed Commanding Officer of the Army- 
Navy General Hospital, Hot Springs. 
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Dr. C. E. Dungan, Augusta, was recently appointed a member 
of the Board of Trustees of the University of Arkansas. 

Dr. C. W. Rasco, DeWitt, has been made President of the 
Rotary Club of that city. 

Dr. Robert Hood, Russellville, has been made Deputy District 
Governor of Lions Club. 

Dr. F. W. Carruthers, Little Rock, has been in Seattle taking 
postgraduate work in the Roger Anderson Clinic. 

Dr. B. D. Luck, Jr., Pine Bluff, is at the Children’s Memorial 
Hospital, Chicago, taking postgraduate work. 

Dr. John N. Roberts announces his association with Dr. G. W. 
Reagan, Little Rock, for the practice of urology. 

Dr. J. B. Crawford and Dr. S. R. Crawford, formerly of Little 
Rock, have opened offices in El Dorado. 

Dr. Victor Eugene Frazier, Hot Springs National Park, and 
Miss Annie Lee Daniel were married June 18. 


DEATHS 


Dr. Harry Herr Smiley, Texarkana, aged 60, died August 20. 

Dr. Jonathan O. Torrence, Hot Springs National Park, aged 45, 
= recently of pulmonary tuberculosis and cirrhosis of the 
iver. 

Dr. John A. Pennington, Cato, aged 63, died June 18 of heart 
disease. 


DISTRICT OF COLUMBIA 


Major Raymcnd O. Dart, Washington, has been made Acting 
Curator of the Army Medical Museum, succeeding Major V. H. 
Cornell. 

Dr. R. A. Vonderlehr, Washington, has been detailed as Assist- 
ant Surgeon-General, Bureau of the Public Health Service, in 
charge of the Division of Venereal Diseases. 

Dr. Wallace M. Yater has been elected President of the Wash- 
ington Society of Pathologists. 

The Washington Ophthalmological Society has elected the fol- 
lowing officers for the coming year: Dr. James N. Greear, Jr., 
President; Dr. G. Victor Simpson, Vice-President; Dr. Ernest 
Sheppard, Secretary-Treasurer. 

Dr. Thomas W. Mattingly and Miss Frances Elizabeth Wanna- 
maker, both of Washington, were married June 3. 


DEATHS 


Dr. William Matthew Kenna, Washington, aged 66, died July 
1 of heart disease. 


FLORIDA 


The Florida East Coast Medical Association meeting will be 
held in St. Augustine November 1 and 2 

Dr. Robert B. McIver, Jacksonville, has been elected President 
of the Chattahoochee Valley Medical Association, and Dr. Edward 
Jelks, also of Jacksonville, has been made a Director. 

The Florida State Radiological Society elected the following of- 
ficers for the coming year: Dr. Wilfred McL. Shaw, Jackson- 
ville, President; Dr. Frazier J. Payton, Miami Beach, Vice-Presi- 
dent; Dr. Gerard Raap, Miami, Secretary. 

The Orange County Medical Society had as guest speaker before 
a recent meeting Dr. Emil Novak. Baltimore, Maryland. 

The St. Johns County Medical Society was entertained recently 
a summer home of Dr. and Mrs. Robert McIver, Jackson- 
ville. 

Dr. Herbert E. White, St. Augustine, has been elected Chief 
Surgeon of the Flagler Hospital. 

Dr. S. G. Hollingsworth, Bradenton, has been reappointed to 
the State Board of Medical Examiners by Governor Sholtz. 

Dr. William D. Lithgow, Miami, has been attending clinics at 
the Postgraduate Hospital of Columbia University in New York. 

Dr. Joseph Matthieu, Miami, has returned from Europe after 
spending three years studying in Paris and Liverpool. 

Dr. W. M. Rowlett, Tampa, has gone to Europe. where he will 
visit clinics. 

Dr. A. T. Cobb, formerly of Raiford, has opened offices at 
Shamrock. 

Dr. Charles Allen Born, Pensacola, and Miss Vera Blume were 
married June 29. 

DEATHS 


Dr. Leonard George Larner, Ozona, aged 68, died June 5 of a 
rattlesnake bite. 


GEORGIA 


Dr. William W. Anderson, Atlanta, has been elected President 
of the Georgia Pediatric Society. 
Dr. John C. Keaton, Albany, has been elected a Vice-President 
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of the Chattahoochee Valley Medical Association and Dr. Frank 
K. Boland, Atlanta, has been elected Secretary-Treasurer. 

Dr. L. P. Holmes, Augusta, has been elected Superintendent 
pro tem of the University Hospital. 

Dr. G. Lombard Kelly, Augusta, who has served as Vice-Dean 
of the University of Georgia School of Medicine since February, 
1934, has become Dean of the School by action of the Board of 
Regents. 

Dr. H. A. Seaman and Dr. C. A. Witmer, Waycross, enter- 
tained the members of the Ware County Medical Society at 
dinner on August 7. 

Dr. Richard Binion, Milledgeville, has been elected Commander 
of the Morris Little Post of the American Legion. 

Dr. W. L. Mathews, Winder, has been elected Commander of 
the Ninth District American Legion. 

The Fifth District Pharmaceutical Association was host to the 
doctors of DeKalb, Fulton and Rockdale Counties Medical Socie- 
ties at a barbecue given at the home of Mr. Jake Hall. 

Dr. William S. Prather, Americus, in a poll of the citizens by 
the Kiwanis Club, was selected as the most valuable citizen of 
Americus and Sumter County. 

Dr. James P. Hanner, Atlanta, has opened offices in the Medi- 
cal Arts Building. 

Dr. Arnold P. Mulkey, Millen, announces his association with 
his father, Dr. Q. A. Mulkey, in the practice of medicine. 

The Richmond County Medical Society was entertained recently 
by the Augusta retail druggists at a barbecue. 

Dr. Frederick R. Minnich, Atlanta, has opened offices in the 
First National Bank Building. 

Dr. O. S. Gross, formerly of Glennville, has opened offices at 
Vidalia for the practice of surgery. 

Dr. W. Barron Crawford, Jr., Savannah, has opened offices on 
East Taylor Street. 

Dr. John R. Walker, Atlanta, has opened offices on Forrest 
Avenue, Northeast. 

Dr. P. H. Askew. Jr.. Nashville, announces his association with 
his father, Dr. P. H. Askew. 

Dr. W. D. Hall announces his association with Dr. Z. V. 
Johnston. Calhoun, for the practice of medicine. 

Dr. Herschel B. Bray, Wrightsville, is in Chicago taking post- 
graduate work. 


DEATHS 


Dr. Benjamin L. Clifton, Millen, aged 77, died June 7 of cere- 
bral hemorrhage and acute nephritis. 

Dr. Robert Olin Simmons, Rome, aged 51, died June 29 of 
cardiovascular renal disease. 

Dr. Upton H. Kelley, Waynesboro, aged 54, died July 11. 


KENTUCKY 


Dr. Eugene W. Demaree, formerly of Ashland, has returned 
asf five years’ service in Korea and will again practice in Ash- 
nd. 
The Fayette County Medical Society recently honored Dr. 
Ernest B. Bradley, Lexington, at a dinner in recognition of his 
recent election as President-Elect of the American College of 
Physicians. 

Dr. Ollie M. Goodloe, Paducah, was recently made Health Of- 
ficer of Mason County. 

Dr. Aubrey Y. Covington, Princeton, has been made Health 
Officer of Union County. 


DEATHS 


Dr. Martha Jane Bledsoe, Chickasha, aged 72, died July 3 of 
chronic myocarditis. 

Dr. William Mack Elliott, Lancaster, aged 61, died June 29 of 
diabetes mellitus and cerebral hemorrhage. 

Dr. William S. Yazell, Maysville. aged 68, died June 14. 

Dr. Augustus Godfrey Beam, Covington, aged 49, died recently 
of cerebral hemorrhage. 

Dr. Sidney Simpson, Brownsville, aged 52, died June 2. 

Dr. John Welch Moss, Seco, aged 41, died June 30 of pneu- 
monia. 

Dr. Maynard H. Davis. Mays Lick, aged 75, died June 14 of 
hypertrophy of the prostate and pulmonary embolism. 

Dr. John Daniel Grant, Allock, aged 45, died June 2. 


LOUISIANA 


Dr. Isidore Cohn, New Orleans, was recently named Chief of 
the Department of Surgery at Touro Infirmary, succeeding Dr. 
Rudolph Matas, resigned. 


Continued on page 22 
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MALARIA 


The 5-day treatment of malaria with 
Atabrine not only promptly relieves all 
symptoms but also assures eradication 
of the parasites so that a cure results 
more rapidly and more certainly than 


with any other antimalarial agent. 


MINIMAL RELAPSE RATE 

The revolution which Atabrine is creating 
is based on its remarkable property to pre- 
vent relapses. With a “short quinine” course 
—comparable to that mentioned in a League 
of Nations report—Barrowman recorded re- 
lapses in 90 per cent of 235 cases observed for 
six months. After treatment with Atabrine the 
rate was only 9 per cent in a series of 371 
cases. When Atabrine was supplemented with 
Plasmochin, relapses were further reduced to 
3.5 per cent in 255 additional cases. 


Detailed literature 
on request. 


ATABRINE 


Reg. U. S. Pat. Off. & Canada 
Brand of CHINACRIN 


SUPERIOR ALSO IN 

ESTIVO-AUTUMNAL MALARIA 
Estivo-autumnal malaria is more widely 
prevalent in the Southern States than is com- 
monly believed. “The opinion that Atabrine 
is superior to quinine for the cure of pri- 
mary attacks of malignant tertian (estivo- 
autumnal) malaria rests upon a large number 
of reports relating to natural cases.” —League 
of Nations Report. 


COMFORTABLE TO PATIENTS 

Atabrine does not produce vertigo, tinnitus 
and headache. Furthermore, it can be safely 
employed in pregnancy and blackwater fever. 


SIMPLE DOSAGE 

Adults, one tablet three times daily. Chil- 
dren, proportionately less. Supplied in tablets 
of 0.1 Gm. (144 grains), with groove for 
division, in tubes of 15 and bottles of 500. 


Motion picture ‘Malaria’ 
loaned free to medical s0- 
cieties, hospitals, medical 
colleges, etc. Write for in- 
formation. 


Five-Day Treatment of Malaria 
WINTHROP CHEMICAL COMPANY, INC. 


170 VARICK STREET 


NEW YORK, N.Y. 


Factories: Rensselaer, N. Y. - Windsor, Ont. 


Pharmaceuticals of merit for the physician 


21 
4 
bind 
400M 
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Dr. Bjarne Pearson, formerly of Taylors Falls, Minnesota, has 
been made assistant Professor of Pathology at Louisiana State 
University Medical Center, New Orleans. 

Dr. William B. Clark has been made Assistant Professor of 
Ophthalmology in the Graduate School of Medicine of Tulane Uni- 
versity, New Orleans. 

Dr. Willard R. Wirth, New Orleans, has been made Assistant 
Professor of Medicine in the Graduate School of Medicine of 
Tulane University of Louisiana. 

Dr. Harry Meyer and Miss Marion Hirsch, both of New Or- 
leans, were married June 11 


DeaTHs 


Dr. George A. Macdiarmid, New Orleans. aged 71, died June 
29 of a fracture of the neck of the femur and traumatic ileus 
following a fall. 

Dr. Gayle Aiken, New Orleans, aged 75, died July 20 of carci- 

noma of the prostate. 
j a William Jeremiah Devlin, New Orleans, aged 52, died 
une 5S. 
Dr. Tis Worthy Lea, Jackson. aged 66, died July 9 of coro- 
nary occlusion. 

Howe Hanson, died Au- 
gust 11. 


Donaldsonville, aged 67, 


MARYLAND 


Dr. Joseph E. Moore, Baltimore, has assumed the Editorship of 
the American Journal of Syphilis and Neurology, which, begin- 
ning with the January, 1936, issue. will become the American 
Journal of Syphilis and Venereal Diseases, and will appear bi- 
monthly rather than at quarterly intervals. Drs. E. L. Keyes, P. 
S. Pelouze and Russell Herrold will serve as members of the 
Editorial Board. 

Dr. Horsley Gantt, Baltimore, was among the speakers at the 
International Physiological Congress in Leningrad. 

Dr. Emil Novak, Baltimore, was a guest speaker before the 
Orange County Medical Society in Orlando, Florida, recently. 

Dr. Beverly C. Compton, Baltimore, and Miss Cynthia Wilson 
were married July 6. 
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Dr. S. Miles Bouton, Jr., Sykesville, and Miss Martha Turn- 


quit were married July 24. 


DeaTHS 


Dr. George Milton Linthicum, Baltimore, aged 64, died July 
18 of cerebral hemorrhage. 

Dr. John Norfolk Morris, Sykesville, aged 62, died June 22 of 
peptic ulcer. 


MISSISSIPPI 


Dr. W. S. Martin, Carthage, has been appointed Health Officer 
of Leake County. 

Dr. William A. McMahen, Union, has been appointed Health 
Officer of Newton County. 

Dr. Albert P. Alexander, Como, has been appointed Health 
Officer of Panola County. 

Dr. George Lacey Biles, Sumner, has been appointed Health Of- 
ficer of Tailahatchie County. 

Dr. Homer B. Watkins, Noxapater, has been appointed Health 
Officer of Winston County. 

Dr. Frank L. McGahey, Calhoun City, has 
Health Officer of Calhoun County. 

Dr. J. R. Sims, Jr., University, has been in New York City 
studying. 

Dr. Omar Simmons, 
surgery in Chicago. 

The Issaquena-Sharkey-Warren Counties Medical Society had as 
guest speakers at a recent meeting Dr. G. W. Gaines and Dr. 
H. S. Provine, Tallulah, Louisiana. 

Dr. Eugene Venable Bramlett, formerly of Philadelphia, has 
located in Oxford. 

Dr. Robert P. Hudson, Utica, and Miss Ruth Fant were mar- 
ried June 30. 

Dr. Robert James Jackson, Belzoni, 
were married June 19 


been appointed 


Newton, is doing postgraduate work in 


and Miss Anne Bagwell 


DEATHS 


Dr. John Hillman McLain, Jackson, aged 47, died June 6. 
R. S. Irgram, Byhalia, died recently. 


Continued on page 26 


DR. FRED LYMAN ADAIR, Obs. & Gyn., Chicago, 

ae of _— Obs. & Gyn., Chicago Lying-In 
ospital 

DR. HARRY L. BAUM, Oto-Laryngology, Denver, 
Staff of epee Childrens, and Denver Gen- 
eral Hospitals 

DR. BARNEY BROOKS, Surgery, Nashville, Prof. of 
Surg., Vanderbilt University Hospital 

DR. JAMES T. CASE, Radiology, Chicago, Prof. 
of Radiology, Northwestern Univ. Med. School 

DR. JOHN R. CAULK, Urology, St. Louis, Prof, of 
Clin. G-U Surg., Washington Univ. Sch. of Med. 

DR. MAX CUTLER, Surgery, Chicago, Tumor 
Clinic, Michael Reese Hospital 

DR. PALMER FINDLEY, Gynecology, Omaha, At- 
tending Gyn., Swedish Mission & Methodist Hosps. 

DR. FREDERICK J. GAENSLEN, Orthopedics, Mil- 
of Orth. Surg., Univ. of Wisconsin 

ed. 00 


DOCTOR! YOU ARE INVITED TO ATTEND 


THE OKLAHOMA CITY CLINICAL SOCIETY’S 
SIXTH ANNUAL FALL CLINICAL CONFERENCE 
November 4, 5, 6, 7, 1935 


Sixteen Distinguished Guest Lecturers 


DR. CLIFFORD G. GRULEE, Pediatrics, Chicago, 
Prof. Pediatrics, Rush Med. College, Univ. of 
Chicago 

DR. RUSSELL L. HADEN, Internal Medicine, 
Cleveland, Chief of Medicine, Cleveland Clinic 

DR. JAMES S. McLESTER, Internal Medicine, Bir- 
mingham, President American Medical Association 

DR. GRIER T. MILLER, Internal Medicine, Phila- 
— Asst. Prof. of Med., Univ. of Pa. Sch. of 
Med. 

DR. C. S. O'BRIEN, Ophthalmology, Iowa City, 
Prof. of Ophthal., Univ. of Iowa Sch. of Med. 
DR. PAUL A. O’LEARY, Dermatology, Rochester, 
Head of Dept. of Derm. & Syph., Mayo Clinic 
DR. FRED W. RANKIN, Surgery, Lexington, Former 

Prof. of Surg., Univ. of Louisville 

DR. RALPH M. WATERS, Anesthesia, Madison, 

Prof. of Anesthesia, Univ. of Wisconsin Med. Sch. 


GENERAL ASSEMBLIES ROUND TABLE LUNCHEONS EVENING SYMPOSIA 
POST-GRADUATE COURSES COMMERCIAL AND SCIENTIFIC EXHIBITS 


Registration fee of $10.00 includes all above features. 


For further information address Secretary, 1215 Medical Arts Building, Oklahoma City 
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CONCLUSIVE 


The extent of fractures of the type 
revealed in these radiographs often 
cannot be established clinically. But 
the x-ray evidence is conclusive. 


When you deal with conditions 
involving the spine, such as those 
that follow, always enlist the services 
of your radiologist. 


Fractures Postural Changes 


Osteomalacia Osteo-arthritis 


& 


Spondylolisthesis Tuberculosis 
Luxations 
Syphilis 


Metastasis 
Metabolic and 
Nutritional Disorders 


In all cases where the patient's 
spine is affected, radiographs alone 
provide graphic evidence...They 
fully establish the extent of any path- 
ology or trauma. 

e 
EASTMAN KODAK COMPANY 
Medical Division Rochester, N. Y. 


Radiographs Provide Diagnostic 


4 
Nay 
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GADUS MORRHUA 


100 Times More Potent in Both 
Vitamins A and D 
Than Cod Liver Oil* 


Behind the world-wide use of Cod Liver Oil is the authority of 
time, extensive research, an exhaustive bibliography, and estab- 
lished clinical achievement. 


To provide the medical profession with an improved, eco- 
nomical concentrate of the vital therapeutic factors of Cod 
Liver Oil, our Research Laboratories have developed White’s 
Cod Liver Oil Concentrate. 


This Concentrate affords 100 times the Vitamin A and D 
potency of Cod Liver Oil.* Furthermore, White’s Cod Liver 
Oil Concentrate is offered in a dosage form to suit every 
patient, at an economical price, and possesses all the features 
of convenience and palatability. 


White’s Cod Liver Oil Concentrate is derived solely from 
the liver of the Gadus. No other fish oil and no synthetic 
vitamin is added, and the rich concentration of vitamins A and 
D presented in the Tablets, Liquid and Capsules maintain the 
balance specified for Cod Liver Oil.* 


*U.S.P.X. Revised 1934 (600 A units, 85 D units per gram). 


24 
COD LIVER OIL 
CORCENTRATE 
TABLETS ¢ LIQUID CAPSULES 
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A Form To Suit | "2x" | 
Every Patient 


PROMOTED 
ETHICALLY 


WHITE’S COD LIVER OIL CONCENTRATE 
LIQUID—A Liquid Concentrate in which cod liver 


oil is the vehicle, suitable for administration in drops dus 
for infants. Each two drops represent the vitamin A ful.* Suitable for infants. 
and D potency of one teaspoonful of cod liver oil. 


Prescription price—$1.00 for 240 drops (5 cc.) 


TABLETS—Convenient Tablets particularly suited 
for children and adults. They have a special coating 
designed to assure stability of vitamin potency. Each 
tablet represents the vitamin A and D potency of 
one teaspoonful of cod liver oil. 


Prescription price—$1.00 for 100 tablets 


CAPSULES—Small, easily swallowed, soluble, soft, 
gelatin capsules for use where large doses are indi- 
cated. Packed in cellophane sanitape, so that a day’s 
ration can be conveniently carried in purse or pocket. 
Each capsule represents the vitamin A and D po- 


tency of 414 teaspoonfuls of cod liver oil.* 


Prescription price—$1.00 for 24 capsules (each 3 minim) 
1 tablet equal to one teaspoonful.* 
*U.S.P.X. Revised 1934 (600 A units, 85 D units per gram). Suitable for children and adults. 


Each capsule equal to 4'2 
fuls.* Suitable where 


larger dosage is indicated. 


WHITE LABORATORIES 


INCORPORATED 


113 NORTH 13th STREET @ NEWARK, NEW JERSEY 


ACCEPTED 
| 
| 
\ 
‘we Di) 
thilts 
_ 
- 
$199 
| | 
€0D LIVER OIL CONCENTRATE 
CAPSULES 
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MISSOURI 


The Boone County Medical Society was host for the annual 
meeting of the Ninth Councilor District at Columbia Tuesday, 
September 17. 

The Kansas City Southwest Clinical Society will hold its an- 
nual fall clinical conference October 7-10. 

The Missouri Public Health Association and the Missouri Tuber- 
culosis Association met in joint session at the Much!leback Hotel, 
Kansas City September 5-7. 

Dr. John Green. St. Louis, has been elected Chairman of the 
Section on Ophthalmology of the American Medical Association. 


DEATHS 


Dr. William Elmer Montgomery, Kansas City, aged 61, died 
July 11 of amyotrophic lateral sclerosis with bulbar paralysis. 

Dr. Thomas Eldon Graham, Albany, aged 73, died July 11 of 
coronary thrombosis. 

Dr. Arthur Joseph ——. Boonville, aged 59, died June 20 of 
arteriosclerosis and aort' 

Dr. William P. ane Bevier, aged 73, died recently of 
uremia. 


NORTH CAROLINA 


Dr. F. M. Hanes and Dr. Deryie Hart, Duke University School 
of Medicine, Durham, were guest speakers before the Greenville 
County Medical Society at Greenville, South Carolina, recently. 

Dr. George H. Sumner, Asheboro, was recently appointed 
Health Officer of Randolph. 

Dr. Clarence H. White Kenansville, has been appointed 
Health Officer of Avery. Yancey and Watauga Counties. 

Dr. Alfred D. Gregg, Liberty, was recently appointed Health 
Officer of Edgecombe County, succeeding Dr. Rembert E. Broad- 
way, Tarboro, resigned. 

Dr. Willis F. Evans has located at Williamston for general 
— 

Oliver J. Hart. Winston-Salem, is now associated with Dr. 
Cheries O. DeLaney with offices in the Reynolds Building. 
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Dr. O. S. Goodwin, Apex, now has associated with him Dr, 
Phares Y. Greene, formerly of Raleigh. 

Dr. J. R. Morrison, formerly of Newton, has opened offices at 
Statesville. 

Dr. L. W. Pitts, Saluda, and Miss Alice Leonie Burmester were 
married in June. 

Dr. John A. Payne, 
were married recently. 

Dr. James Cornelius Pass Fearrington, Winston-Salem. and 
Miss Florence McCanless were morried recently. 

Dr. James A. Brown, Cleveland. and Miss Jeanette Caldwell 
were married July 8. 


III, Sunbury, and Miss Mary Mundy 


DEATHS 


Dr. Henry Walter Tidmarsh, Whittier, aged 45 
of insulin shock, diabetes mellitus and myocarditis. 
Dr. Charles Haddon Shepard, Durham, aged 56, died May 15 
of hemorrhage. 
Robert B. Wilson, Newton Grove. 
on W. C. Brice. 
tack. 
Dr. George Edgar Newby, 


died recently 


aged 79, died July 12. 
York, aged 36, died June 11 of heart at- 


Hertford aged 61, died July 28 of 


injuries received in an automobile accident. 
Dr. Lawson Lee Simmons, 


Greensboro, aged 65, died July 25. 


OKLAHOMA 

Dr. F. P. Baker, Talihina, was recently elected President of the 
Southeastern Oklahoma Medical Association. 

The Ottawa County Medical Society was entertained with a 
buffet luncheon on June 28 by Dr. W. B. Smith, Miami. 

Dr. Katherine Brydia, Ada, was recently appointed Health 
Superintendent of Pontotoc County. 

Dr. P. J. Cunningham, Afton, 
Physician of Ottawa County. 

Dr. George N. Bilby, formerly of Oklahoma City, has located 
at Alva for the practice of medicine. 

Dr. D. Long, Duncan, has been made Health Superintendent 
of Stephens County. 


has been appointed County 
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From Florida, Georgia, etc.: 
Travel on “The President’s Special” 


Leaves Jacksonville, A. C. L. 8:40 p.m. Nov. 17 
Leaves Macon, C. of G. 3:50 a.m. Nov. 18 
Leaves Atlanta, N. C. & St. L. 8:00 a.m. Nov. 18 
Leaves Chattanooga N.C.&St.L. 12:35 p.m. Nov. 18 
Leaves Nashville, L. & N. 7:00 p.m. Nov. 18 
Arrives St. Louis, L. & N. 7:45 a.m. Nov. 19 


Physicians from other points in Georgia, So. 
Carolina, etc., can join “The President’s Special” 
at Macon, Atlanta, Chattanooga, etc., or can use the 
“Dixie Limited” leaving Jacksonville 8:30 a.m., 
Macon 3:15 p.m., Atlanta 6:30 p.m., arriving St. 
Lou's 11:36 a.m. 


ville. 


SOUTHERN MEDICAL ASSOCIATION 
TWENTY-NINTH ANNUAL MEETING 
St. Louis, Missouri, November 19-22 


For further information, reservations, etc., apply to following representatives: 


Atlantic Coast Line—W. M. Wharton, A. G. P. A., Forsyth and Julia Sts., Jacksonville. 
Central of Georgia Railway—H. C. White, F. F. and P. A., 


Nashville, Chattanooga & St. Louis Railway—G. B. Harris, D. P. A., 


Louisville & Nashville R. R—F. T. Alexander, D. P. A., 
W. Morrow, D. P. A., Louisville & Nashville R. R., 4 North 20th St., 


From Birmingham and _ vicinity: 
Travel on L. & N. R. R. No. 2 


Leaves Birmingham 11:40 a.m. Nov. 18 


Arrives Nashvlle 6:40 p.m. Nov. 18 
Leaves Nashville 7:00 p.m. Nov. 18 
Arrives St. Louis 7:45 a.m. Nov. 19 


Physicians from New Orleans, Mobile, Pensa- 
“The 


Birmingham 7:17 a.m. 


” 


cela, etc., can use Pan-American” arriving 
and join the Birmingham 
delegation at that point, or use L. & N. “New 
Orleans Lim‘ted’’, leaving New Orleans 8:45 a.m., 
Mobile 12:50 noon, Pensacola 1:40 p.m., Birming- 


ham 8:45 p.m., arr.ving St. Louis 11:36 a.m. 


1014 Graham Building, Jackson- 


101 Marietta St., Atlanta. 


101 Marietta St., Atlanta, or P. 
Birmingham, Ala. 
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KLIM, the fresh powdered whole milk, 
may be added to the everyday dishes which 
patients like, such as soups, cereals, vegeta- 
bles, etc. Foods reinforced with KLIM con- 
tain 25% to 75% in added milk value, yet are 
unchanged in flavor, texture or bulk. 


Because KLIM is so digestible and readily 
assimilahle, it throws no added burden on the 
under-par digestive system of the convales- 
cent or invalid. 


m THE BORDEN COMPANY 


350 Madison Avenue 
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the SURGEON 


“‘Tell me, Doctor, how is that 
patient of yoursIoperated on?”?’ 


“Fine, gaining right along. He wouldn’t eat 
much when he left the hospital, but I put him 
on the routine I have for these cases. I have 
given him a concentrated diet so that he gets 
sufficient calories, despite his low food in- 
take. For this purpose I have found KLIM 
to be extremely valuable.” 


Reinforced Diet Recipes 


Send ccupon for a sample of KLIM and a 
copy cf the booklet “Reinforced Diet 
Recipes,” which tells how KLIM may be 
used to fortify the diet of convalescents 
and invalids. You may also have as 
many cepies as you wish for distribution 
to patients. Particularly valuable in cases 
ef anorexia in children. 


New York, N. Y. 


THE BORDEN COMPANY, DCIPT. 504, 350 MADISON AVENUE, NEW YORK CITY 


Plezse send me literature on the use of KLIM in convalescent feeding. 


Check here to receive sample. 1] 


AMERICAN 
MEDICAL 
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Dr. J. E. Jones, Hollis 
of Harmon County. 

Dr. M. M. Carmichael, formerly of Osage, has located in Jen- 
mings for the practice of obstetrics and pediatrics. 

Dr. W. G. Chesnut, formerly of Galena, Kansas, has located 
in Miami for the practice of medicine. 

Dr. C. M. Gray and Dr. J. C. Jacobs, Miami, have opened a 
joint office in the First National Bank Building. 

Dr. John Gearling, formerly of Michigan, is now on the staff 
of the American Hospital at Pilcher. 

Dr. V. H. Musick, Oklahoma City, took a postgraduate course 
in Chicago at St. Luke’s Hospital in July. 

Dr. Clifford M. Bassett, Cushing, is taking postgraduate work 
at the University of Vienna. 

Dr. G. A. Kilpatrick, Henryetta, is taking special work at the 
Mayo Clinic. 


has been made Health Superintendent 


DEATHS 
Dr. Frank M. Jackman, Mead, aged 72, died June 16 of angina 
pectoris. 
Dr. Eli James, Fairland, aged 85, died July 2. 
Dr. James M. Mattenlee, Sapulpa, aged 71, died June 25 of 
myocarditis. 
Dr. James Comer Johnston, McAlester, aged 57, died July 26. 


SOUTH CAROLINA 

Dr. Nathaniel B. Heyward, Columbia, and Dr. John C. Cald- 
well, Chester, have been made members of the State Board of 
Medical Examiners for four-year terms. 

Dr. Richard A. Seibel, Sumter, has opened offices on North 
Sumter Street for the practice of diseases of the eye, ear, nose 
and throat. 

The Greenville County Medical Society was entertained at a 
smoker on July 26 by Dr. George R. Wilkinson, Greenville. 

Dr. Thomas Luke Glennan, Branchville, and Miss Margaret 
Howe were married June 14. 

DEATHS 


Dr. Luther Herbert Thomas, Branchville, aged 50, died June 
20 of heart disease. 
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Dr. William Hastings Dial, Laurens, aged 75, died June 1. 
-Dr. Goldie Dean Tyler, Jackson, aged 64, died June 1 of 
lobar pneumonia. 


TENNESSEE 


The Vanderbilt University School of Medicine, Nashville, has 
been made a gift of $2,500,000 by the General Education Board 
of New York. 

Dr. Bernard W. Patton, Lebanon, has been made Health Officer 
of Wilson County, succeeding Dr. William D. Cagle. 

Dr. Hilton R. Carr, Memphis, has resigned as Superintendent 
of the Shelby County Hospital. 

Dr. Oscar S. Hauk, Nashville, has been appointed Medical Su- 
perintendent of the Tennessee Home and Training School for Fee- 
bleminded Persons, Donelson, succeeding Dr. Perry Priest, re- 
signed. 

DEATHS 

Dr. Harry Dickson, Memphis, aged 48, died June 28 of coronary 
thrombosis. 

Dr. Charles L. Boyd, Greenville, aged 58, died June 19 of 
angina pectoris and hypertension. 


Continued on page 30 


Classified Advertisements 


ALCOHOLISM (30 years’ experience)—THE STOKES HOS- 
PITAL, 923 Cherokee Road, Louisville, Kentucky. Telephone, 
East 1488. Absolute privacy. Treatment one of gradual reduc- 
tion. Do not limit the quantity of whiskey used in treatment. 
Each patient treated as an individual case. Craving for alcoholic 
beverages destroyed; no physical injury incurred. Rates and 
folder on request. 


Feeding 
the 


amounts as stated: 


MELLIN’S FOOD CO. 
BOSTON, MASS. 


Mellin’s Food 


A Milk Modifier 


Six level tablespoonfuls of Mellin’s Food — the usual amount added to a 
full day's feeding — enhances the value of milk used in preparing an in- 
fant’s diet by contributing the following food elements in approximate 


Maltose 24 grams 
Well Baby Dextrins . : 8 "a 
Cereal Proteins. 4 * 


— Phosphorus . 130 milligrams 
Magnesium. . . . 36 
Sodium 32 
Calcium 8 
Samples of Mellin's F Iron ? se“ 
Copper 0.36 “ 


The above nutritive elements are derived from wheat flour, wheat bran and 
malted barley from which Mellin’s Food is made. There is also contributed 
to the mixture seven-tenths of a gram of potassium, due to the addition 
of potassium bicarbonate in the process of manufacture of Mellin’s Food. 


Directions for using Mellin’s Food are left entirely to the physician. 


Mineral Salts 
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ASSIMILABLE FAT 
-- an essential in 


FEEDING THE PREMATURE 


N a recent study of fat metabolism in infants, Holt, Tidwell and Kirk* 
report that olive oil showed the highest percent retention (95.1%) of 
all fats studied but one, olein (97.5%). These authors found the fat 

of SIMILAC (which is 20% olive oil) showed a better percent retention 

(92.6%) than butter fat (88.9%)—and as high a retention as breast milk 

fat (92.4%). 


To quote these authors—“the differences in fat retention on these various 
fats as shown on normal infants are not great; for the normal infant it is 
probably immaterial whether he absorbs 85% or 95% of his fat intake. It 
seemed possible, however, that in subjects who have difficulty in fat assimi- 
lation, such as premature infants, the observed small differences might 
become large differences. A few observations made on premature infants 
and twins have borne this out—.” 


The observations referred to covered only three prematures fed on differ- 
ent fats, but showed an average of 78.4% retention for olive oil as com- 
pared to only 52.5% retention for butter fat. 


*Holt, Tidwell and Kirk, Studies on Fat Metabol- 
ism in Infants—Acta Pediatrica, Vol. XVI, 1933. 


21 31 41 516) 7 | 00) 13/06 


> 


has given noticeably good results in 

feeding the premature infant. One 2 

of the reasons lies, as here pointed 

out, in the composition of its fat. Ze 


Another reason is its consistently Lr 
zero curd tension. The finer the ~ 7 
curd the greater the surface area. 
The greater the surface area the = 
more exposed are the fats, carbohy- =a Oa v 
drates, proteins and salts to the di- =e 
gestive enzymes. Result . .. the 
food substances are more quickly —4 
and readily utilized. 


N 


P+ | | 


Simt = 


SIMILAC is made from fresh skim r 44 
milk (casein modified) with added 
lactose, salts, milk fat, and vege- 
table and cod liver oils. — 4 i L 


= 
Wy 


= 
4 


The fact that SIMILAC is well assimilated by the immature 
digestive tract of the premature indicates how entirely suit- 
able itis for all those infants who are deprived of breast milk. 


M & R DIETETIC LABORATORIES. Inc., Columbus, Ohio 
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Dr. Joseph Jacobsohn Memphis. aged 79, died recently of 


For the School Child Or William Alonzo Moon, Bellbuckle, aged 75, died July 1 


from injuries reccived in a_ fall. 
Dr. Hardin Perkins Cochrane. Franklin. aged 91, died June 


Horlick’s Malted Milk contains valu- 11 of injuries received in a fall. 
. ‘ P Dr. W. W. Wallace. Bolivar, 2ged 52, died July 27. 
able vitamins, minerals and energy- Dr. D. T Hall. Sau'sbury. aged 56. died recently of heart 


disease. 
giving elements— 


1. To increase resistance TEXAS 

: H The Dallas Academy of Ophthalmo ogy and Otolaryngology has 

2. To give quick energy elected the following officers for the coming year: Dr. F. H, 
. eet Newton, President; Dr. Maxwell Thomas, Secretary-Treasurer. 

3. To build strong bones and t h The Texas State Board of Health has elected Dr E. W. 


Wright, Bowie. Chairman of the Board and Dr. Henry F. Hein, 
San Antonio, Secretary. 
Dr. P. S. Joseph, Alice, has been appoint-d Health Officer 


Horlick’s Malted Milk Tablets of Jim Wells County, succeeding the late Dr. John S. Strickland, 

are also a beneficial confection Dr. M Hutcheson, Denton, has b en a; pointed County 
Heath Officer of Denton. 

for children—convenient to car- Dr. Judson L. Taylor Houston, is attend:ng a clinic on tho- 

Th delici a racic surgery in Ann Arbor, Michigan. 

ry. ey are Gelicious, energy Dr. Mary Fetter has moved from San Angelo to St. Paul, 

ivi f di ion for Minnesota. 

Dr. Haskell D. Hatfield has moved from El] Paso to Ysleta. 

young athletes. Dr. Edward T. Kealey has moved from Aranszs Pass to John- 
son City. 


Dr. R. L. Kimmins has moved from Beaumont to Iredell. 
eds Dr. P. W. Mallory has moved from San Antonio to Sanderson. 
Send for samples and new Physician’s Dr. J. Marvin Rape has moved from Iraan to San Angelo. 
Booklet Dr. R. W. Taylor has moved from San Antonio to Lufkin. 
Dr. R. E. Tyler has moved from Bowie to Ringgold. 
Dr. William White Shortal, Dallas, and Miss Minnie Bell Gra- 


’ ° ° ham were married June 14. 
HORLICK AY Racine, Wis. Dr. Walter A. Coole, Houston, and Miss Edith C. Chapman 


were married July 26. 


Continued on page 32 


DE PUY REDUCING 
FRAME AND SPLINT 


With Arm Attachments 


Attachments 
Sepa-a‘e 


$81.50 $15.00 


Elevation, rotation and angulation of upper 
arm may be had by this set-up. Can be used 
on Reducing Frame already purchased. 


Complete 


Be sure to visit ou~ Boot) at 
Write for reprint of technique. ASY’N. CONVENTION 
Fracture book free upon request. 


DE PUY MFG. CO., WARSAW, IND. 
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Breast Vell from the Sel VY sther 
is the Meal <Aod for the Auman 


Jhat is Why 


© 
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S. M. A. Is Made to Resemble BREAST MILK 


in percentages of carbohydrate, protein, fat and total salts (ash) content, and why even 
the chemical and physical constants of the fat in S. M. A. are like those of breast milk fat. 


5.M.A. is a food for infants — derived 
from tuberculin tested cows’ milk, the 
fat of which is replaced by animal and 
vegetable fats including biologically 
tested cod liver oil; with the addition 
of milk sugar and potassium chloride; 


5S. M. A. CORPORATION 


altogether forming an antirachitic food. 
When diluted according to directions, 
it is essentially similar to human milk in 
percentages of protein, fat, carbohy- 
drates and ash, in chemical constants 
of the fat and in physical properties. 


ow CLEVELAND, OHIO 


a 
7 
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Dr. C. A. Martin, Austin, and Miss Elizabeth Bowles were 
married July 5. 
Dr. Will Miller, 
were married June 29. 
Dr. Thomas H. McConnell, Jr., 
Ditto were married June 6. 


Corsicana, and Miss Margaret Hardwicke 


Hutchins, and Miss Hazel 


DEATHS 


Dr. William Ernest Hubbert, Dallas, aged 55, died July 31. 

Dr. Harper W. Robertson, Waelder, aged 71, died recently of 
coronary thrombosis and chronic myocarditis. 

Dr. John S. Strickland, Alice, aged 69, died June 15 of 
pulmonary tuberculosis. 

Dr. Elizabeth C. Zindel Taylor, Paris, died June 21 of a strep- 
tococcic infection of the lower lip. 

Dr. James Edward Rainey, Clarksville, aged 57, died June 20. 

Dr. Camillus I. Holt, Olton, aged 72, died recently of pneu- 
monia. 

Dr. John A. Winfrey, Handley, aged 72, died June 29 of 
peritonitis and carcinoma of the sigmoid colon. 

Dr. James Elmo Simons, Bay City, aged 65, died June 30 of 
angina pectoris. 

Dr. Pierre Pearl Burnside, Wichita Falls, aged 26, died July 6 
of subacute bacterial endocarditis. 

Dr. Herbert F. Saunders, Arcadia, aged 65, died June 14 of 
pneumonia. 

Dr. C. L. Behrns, Alice, aged 66, died June 9. 

Dr. Homer Powers, Rankin. aged 60, died recently. 


VIRGINIA 


Dr. Glenn T. Foust, Norton, has been elected one of the Vice- 
Presidents of the Tennessee Valley Medical Association. 

The Fairfax County Medical Society elected the following offi- 
cers for the coming year: Dr. Jessie Thornton Scott, Vienna, 
President; Dr. Sigmund Newman, Vienna, Vice-President; Dr. 
E. S. Waring, Fairfax, Secretary. 

The Augusta County Medical Association elected the following 


CANTY, painful or irregular menstruaticn usu- 
ally results in fixed, faulty physiological habits. 


Treatment is more successful if instituted early. 


Take advantage of an endocrine prod- 
uct which represents the best thought 


of research and 
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officers for the coming year: Dr. T. R. Rolston, New Hope, 
President; Dr. H. B. Webb, Waynesboro, Vice-President; Dr, 
Charles Rodgers, Staunton, Secretary. 

Dr. Thomas B. Payne has been named Health Officer of 
Fredericksburg, succeeding Dr. J. Lee Cooke, deceased. 

Dr. R. F. Herring, Richmond, has gone to Vienna, where he 
will do postgraduate work in obstetrics and gynecology at the 
University of Vienna. 

Dr. William Tate Graham, Richmond, received the honorary 
degree of Doctor of Science from Hampden-Sydney College at 
the commencement exercises in June. 

_ Dr. James K. Hall, Richmond, was awarded an honorary degree 
in June from the University of North Carolina, Chapel Hill. 
és ~ H. C. Spalding, Richmond, is now located on West Franklin 
Street. 

Dr. C. C. Hatfield, formerly of Erie, Pennsylvania, has located 
at Glade Spring. 

Dr. William Bickers, formerly of Boston, Massachusetts, has lo- 
cated in the Medical Arts Building, Richmond, for the practice 
of obstetrics and gynecology. 

Dr. L. Benjamin Sheppard announces his association with Dr. 
Robert H. Wright, Richmond. 

Dr. E. J. Moseley, Jr., Richmond, now has associated with him 
Dr. E. P. Buxton, Jr. 

Dr. Adam Tyree Finch, Chase City, and Miss Anne Reynolds 
Georghegan were married August 5. 

Dr. Joseph Judson Waff and Miss Mary Elizabeth Hopkins, 
both of Shenandoah, were married August 5. 

Dr. George Hatcher Snead, Richmond, and Mrs. Elizabeth 
Simmerman Huff were married August 17. 

Dr. Warren Coons Corwin, University, and Miss Ella Macha 
were married June 22. 

Dr. Earle Carlton Gates, Fortress Monroe, and Miss Marian 
Montford Janssen were married August 15 

Dr. Charles Morris Nelson and Miss Charlotte Mercer Purcell, 
both of Richmond, were married July 15. 

Dr. Fletcher Johnson Wright, Jr.. Petersburg, and Miss Martha 
Jeanette Andrews were married June 29. 

Dr. Clarence Porter Jones, Jr.. Newport News, and Miss Selma 
Schrunk were married recently. 


Continued on page 34 
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BOTTLES OF 50 and 100 TABLETS 


G. W. Carnrick Co. 


20 Mt. Pleasant Ave. 
Newark, N. J. 
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Have you Marked 


THIS VITAL CHANGE 
IN FEEDING PRACTICE? 


““We once thought we were supplying the infant’s 
protein needs when we gave as much protein in 
cow’s milk as the protein in woman’s milk. Evi- 
dently we were wrong. It now seems clear that 
some of our failures were not due to the fact that 
we were giving too much fat, but that we were not 
supplying in the protein the amino-acids required 
for normal growth. . . The deficiency of cow’s 
milk casein in certain essential amino-acids may 
be made up by giving an excess of this protein.”’ 


(L. E. Holt, Arch. Pediatrics) 
Vol. XXXIII, No. 1 


O compensate for the biological inferiority of 
cow's milk protein, modified Dryco feedings 


SZe supply an ample protein content throughout the 
entire nursing period. 
Particularly important, following Nature's ex- 
Se ars ample in breast milk, Dryco feedings supply their 
33 23 sf highest protein values during the early months of 
es 
Ms as Dryco’s greater digestibility makes this pos- 
: ue sible— digestibility due to a changed and lowered 


butter-fat content and to a heat-modified protein 
that forms only a soft, semi-liquid curd in the 
infant's stomach. 

Simple and concise formulas, embodying these 
nutritional advantages, are offered in the Dryco 
Protein percentage of breast milk, vest-pocket feeding schedule. Copies of this handy 


early artificial formulas, and pres- - j i 
ent-day simulated breast mil, tide, for professional use only, will be gladly 


foods. Compare protein percent- sent on receipt of coupon. 
age of typical DRYCO formula — NY 
it compensates for the biological in- THE DRY MILK COMPA » INC. 
feriority of cow's milk protein. 350 Madison Avenue New York, N. Y. 
THE DRY MILK CO., INC., Dept. SMJ 
350 Madison Ave., New York, N. Y. 
_ Please send copies of new DRYCO Infant Feed- 
ing Schedule. 
is made from superior quality milk from which M.D. 
part of the butter-fat has been removed, irradiated 
by the ultra-violet ray, under license by the Wis- 
consin Alumni Research Foundation (U. S. Pat. No. cry 
agg and then dried by the “‘Just’’ Roller Check here to receive samples of DRYCO () 
rocess. 
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“PURITAN MAID” 


OXYGEN 
ETHYLENE 
NITROUS OXID 
CARBON DIOXID 
CARBON DIOXID-OXYGEN MIXTURES 


Oxygen Tents, Inhaling Outfits, Nasal 
Catheter Equipment, Etc. 


Equipment Rental Service 


Puritan Compressed Gas Corp. 
Kansas City, Mo. Chicago, III. Baltimore, Md. 
Cambridge, Mass. Cincinnati, Ohio Detroit, Mich. 
St. Louis, Mo. St. Paul, Minn. 


Dallas, Texas 


STORM == 


Binder and Abdominal Supporter 


Gives perfect up- 
life and is worn 
with comfort. Made 
of Cotton, Linen or 
Silk, washable as 


underwear. 


Three distinct types 
of Storm Support- 
ers — many varia- 
tions of each type. 


This Photo Shows Type “nN” 
STORM supporters are made for all conditions needing 
abdominal uplift. Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac, Articulations, Kidney Conditions, 
Post-Operative Support, etc. 


Each Belt Made to Order Ask for Literature 


KATHERINE L. STORM, M.D. 
Originator, Owner and Maker 
Philadelphia 


1701 Diamond St. 


October 1935 


Continued from page 32 
DeaTHS 


Dr. Archie Royal Fleming, Suffolk, aged 43, died recently of 
angina pectoris. 

Dr. Oswald B. H. Bowser, Richmond, aged 55, died July 6 of 
coronary embolism, chronic myocarditis and nephritis. 

Dr. Justus Lee Cooke, Fredericksburg, aged 62, died August 6. 

Dr. David James King. Williamsburg, aged 71, died August 18. 

Dr. William Wallace Bennett, Blackstone. aged 65, died Au- 
gust 3. 

Dr. James Wilton Thurman, Pizarro, aged 79, died July 23. 

Dr. Joseph Stuart Hume, Norfolk, aged 46. died July 29. 


WEST VIRGINIA 

The Mon .ngalia County Medical Society, in joint session with 
the West Virginia Tuberculosis Association, on September 5 had 
as guest speaker Dr. Clarence Hyde, of Akron, Ohio. 

Dr. Edward J. Van Liere has been named Acting Dean of the 
Medical Faculty of West Virginia University School of Medicine. 
succeeding Dr. John N. Simpson, who retired with the title of 
Dean Emeritus. 

The Cabell County Medical Society held their first annual out- 
ing and joint meeting with the Cabell County Bar Association 
at Huntington on August 22. 


DEATHS 


Dr. Charles Otmer Staats, Charleston, aged 68, died August 27. 

Dr. Robert Douglas Roller. Jr., Charleston, aged 56, died Au- 
gust 10 from injuries received in an automobile accident. 

Dr. Louis Douglas Stoner, Sophia, aged 33, died August 15 
following an attack of pneumonia. 


OUGHT-O-MATIC LEG SPLINT 


—as devised by DR. ROGER ANDERSON— 


THE UNIVERSAL SPLINT 


A ies attached to this FRAX-SURE ROBOT per- 
mit reduction of the majority of upper and lower 
extremity fractures. 


MECHANICAL REDUCTION 
IMMEDIATE AMBULATION 
MINIMUM HOSPITALIZATION 


Splint as shown with stainless steel horseshoes, 

foot-plate, two stainless steel pins and pin 

handle . $74.00 
Express Prepaid in U. S. A. on all orders over $70.00; 
otherwise prices F. O. B. Seattle. Twenty-four hour 
delivery Via Air Express—we pay one-half on orders 
over $70.00. 5% cash di monthly 
terms arranged. Catalog and technic on request. 


THE TOWER COMPANY, INC. 
1121 Post St. Seattle, Washington 
—or thru your Dealer— 
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Analgesic Effect 


of 
PYRIDIUM 
in 
Urinary Infections 


RACTICALLY all of the published clinical reports on Pyridium in urinary infections 
make special mention of the marked symptomatic relief that follows shortly 
after its oral administration. This analgesic effect is evidenced by 
Disappearance of tenesmus . .. Abatement of refer- 
red lumbar pain ... Relief of pain on urination. 


This prompt effect, in conjunction with the subsequent therapeutic influence, 
makes Pyridium a valuable aid in the treatment of 


CYSTITIS e* PYELITIS e URETHRITIS © PROSTATITIS 


MERCK & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 
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Dextri-Maltose Gives 
Clinical Results 


Continued down from 1912 


1933 


In the treatment of diarrhea, “Carbohydrate must _be added in a 
day or two, starting with two level tablespoonfuls of Dextri-Maltose 
to the day's formula and increasing to six or eight level tablespoon- 
fuls as rapidly as the infant’s clinical course permits.""—H. D. Lynch: 
The diarrhoeas of early life, J. Indiana M, A. 26:155-159, April 1933, 


1933 


In the treatment of diarrhea, ‘‘Dextri-Maltose grs. 10, may be 
added to each feed for the first 48 hours, and this amount may be 
gradually increased. By the beginning of the fourth day the interval 
between feeds can be increased to three hours. The amount of the 
feed is then about 2 oz. with added dextri-maltose grs. 30, eight feeds 
being given in 24 hours."—J. B. Young: Diarrhoea and vomiting in 
infants, Lancet, 1:677-680, April 1, 1933. 


1933 


“Of the double sugars, lactose would seem the logical one to use 
since it is the natural carbohydrate of milk; as a matter of fact, how- 
ever, there seems to be no advantage in giving lactose. Pure lactose 
is expensive; most commercial preparations contain impurities which 
have a slight laxative action. Pure maltose is not used for infant feed- 
ing. Cane sugar (sucrose, saccharose) is under almost all circum- 
stances an entirely satisfactory product for use with infants; it is 
inexpensive and is always available in pure form. . 

“There are times, however, when it seems advantageous to give 
part of the carbohydrate in the form of polysaccharide; this is the 
case when diarrhea is present or when large amounts of sugar are to 
be fed. Since time is required for the hydrolysis of the higher carbo- 
hydrate, the absorption of sugar is more gradual, and an alimentary 
glycosuria is less likely to develop. The amount of fermentable sugar 

sent in the intestine at one time is limited; hence fermentation is 
ess likely to take place. Another advantage claimed for the use of 
polysaccharides is that the osmotic pressure of these substances is 
considerably less than that of the sugar resulting from their hy- 
drolysis; there is therefore less tendency for water to be drawn into 
the intestine and perhaps lost in the stool when large amounts of 
carbohydrate are fed in this form. Mixtures of dextrin and maltose 
are usually employed when a polysaccharide is desired. A number of 
preparations are on the market which differ somewhat in their 
properties. The liquid malt extracts should not be used in diarrhea; 
they contain impurities which are somewhat laxative, and are there- 
fore sometimes used in the treatment of constipation.” —L. E. Holt, 
Jr. and R. McIntosh: Holt’s Diseases of Infancy and Childhood, D. 
Appleton & Co., New York, 1933, p. 151. 


1933 


In the treatment of celiac disease, ‘‘A second point which is also 
of very great importance is that starch should, as far as possible, be 
given in the partially-digested form of dextrimaltose. In this form 
there is much less tendency to fermentative changes, the abdomen 
tends to be less distended and the stools less frothy."—R. E. Steen: 
Coeliac disease, Brit. J. Child. Dis. 30:163-180, July-Sept. 1933. 


1933 


In the treatment of diarrhea, ‘Omit carbohydrate from the mix- 
ture until the stools assume a putty-like consistency, rather dry, 
without odor or mucus. This usually does not require more than one 
or two days. After this time it is very essential that Dextri-Maltose 
be gradually added to the twenty-four-hour high protein mixture. 
Should constipation follow, Dextri-Maltose No. 3 should be used in- 
stead of Dextri-Maltose No. 1. The addition of carbohydrate is 
usually accomplished by beginning with 1 level tablespoonful of 
Dextri-Maltose No. 1, and increasing gradually 1 tablespoonful 
every other day, until the baby is taking 5 or 6 tablespoonfuls of 

extri-Maltose in the twenty-four-hour feedings."—M. A. Bridges: 
Dietetics for the Clinician, Lea & Febiger, Phila., 1933, p. 536. 


1933 


In congenital hypertrophic pyloric stenosis, “‘The diet should be 
breast-milk whenever possible; if this is not available buttermilk or 
partially skimmed lactic acid milk to which dextri-maltose is added 
1s the best substitute.””-—L. G. Parsons and S. Barling: Diseases of In- 
fancy and Childhood, Oxford University Press, New York, 1933, vol. 


1, Pd. 748-749. 
1934 


In the postoperative care of pyloric stenosis, “‘If unable to obtain 
breast milk, a high protein diet is used; a formula of albumin milk 
and dextriemaltose is arranged to fill the caloric needs.”—E. G. 
Hummel: Congenital hypertrophic pyloric stenosis in infancy, J. Med. 
Soc. N. J. 31:152-156, March 1934. 


1934 


“Boiled human milk was the food of choice, but if it was not avail- 
able a cow's milk formula was substituted. For the past year only 
one formula has been used. It consists of equal parts of unsweetened 
evaporated milk and water with the addition of three per cent dex- 
trimaltose No. 1. This formula gave excellent results and was used 
interchangeably with the boiled human milk with no unsatisfactory 
outcome.”’—A. V. Sloesser and E. C. Perlman: The care of the pre- 
mature infant, Minnesota Med. 17:70-76, Feb. 1934. 


1934 


“The type formula used consists of simple dilutions of milk, water 
and some carbohydrate, usually dextri-maltose, although granulated 
sugar and lactose have also been prescrived.”—A. Tow: Simplified 
infant feeding, a four feeding schedule, Arch. Pediat. 51:49-54, Jan. 

934. 


1934 


“Lactose has no special value when added to the feed, and many 
consider it to be less digestible than some of the cheaper sugars. 
When, however, we consider the case of the child who is prone to get 
indigestion, there is no doubt that in these conditions a mixture of 
dextrin and maltose is the most easily tolerated of all carbohydrates. 
. . . ‘Dextri-maltose,’ however, is tolerated when other carbohy- 
drates produce fermented stools.""—D. Paterson and J. F. Smith: 
Modern Methods of Feeding in Infancy and Childhood, Constable & 
Co., Ltd., London, 4th ed. 1934, pp. 62-63. 


1934 


In the treatment of vomiting, ‘‘The feeding should be started with 
a thick formulae of high caloric value and given in very small 
amounts. This will be less apt to be expelled by the stomach. A thick 
formulae may be made by the use of seven level tablespoonsful of 
powdered milk to seven level tablespoonsful of protein milk with ad- 
dition of three level tablespoonsful of Dextro maltose, adding enough 
water to make 10 oz. This particular formulae is three times as 
strong in calories as the same amount of breast milk. However, any 
other thick formulae that is rich in calories will serve as well as the 
one that I have just given.” —P. K. Conner: Vomiting in Children, 
Bull. Tarrant Co. M. Soc. 7:4-5, May 1934. 


1934 


For marasmus with intestinal intoxication, “‘Even in these small 
infants it is a very wise move to give nothing by mouth, but a 15% 
sugar solution consisting of 6 tablespoonfuls of Dextri Maltose No. 1 
and 3 tablespoonfuls of cane sugar added to 1 pint of water. This 
should be offered to the infant every hour and it should be allowed 
to take as much as it will.” 

In marasmus without gastrointestinal symptoms, ‘‘The carbohy- 
drates of choice are Dextri Maltose No. 1 or one of the starches.”— 
W. A. Hawk: A few of the commoner feeding problems of infancy, Univ. 
Toronto M. J. 11:218-229, May 1934. 


a therapeutic problem. Up to that time far more babies 
were fed by grandmothers, neighbors, grocers, and 
commercial houses than by physicians. This Mead 


of the majority medical opinion finally led to mandatory 
action on the part of the Committee on Foods in 1932 
whereby all makers of baby foods are now OBLIGED 
to omit dosage directions. The Mead Policy, however, 
does not stop here. It embraces other principles with 


When Dextri-Maltose was marketed in 1911, “without 
dosage directions on the package,” Mead Johnson & 
Company pioneered the principle that infant feeding was 


Policy was not readily accepted in the beginning, and it 
took many years of unceasing effort before the weight 


| of Dextri-Maltose, please enclose professional card to 


which all physicians interested in the private practice of 


medicine are in agreement, such as (2) No descriptive 
circulars in packages, or in shipping cartons (for drug- 
gists to hand to patients). (3) We supply no display of 
Mead products for druggists’ windows and counters. 
(4) We do not advertise Mead products to patients. (5) 
We give no handbills and send no letters to patients 
concerning Mead products. (6) We do not broadcast to 
the public. (7) We refer patients to physicians at every 
opportunity. (8) We devote a great deal of effort and re- 
sources to research and to activities that assist the 
private practice of medicine. When requesting samples 


cooperate in preventing their reaching unauthorized per- 
sons. Mead Johnson & Co., Evansville, Ind., U.S.A. 
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entire year? Study of vitamin D storage 
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